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Hill's Practical Fluid Therapy in Pediatrics 


Here is a practical guide to fluid and electrolyte therapy in infants and children, 
written so clearly and in such detail that you can apply it to immediate practice, 
even if you have had little or no recent contact with chemistry. 


The subject matter, including the latest developments in this field, covers anticipation 
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to your questions on pediatric fluid therapy are contained in this usable single ready 
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[Ljow many of these people 


All of them! 


Most of them are feeling fine and want to stay that 
way. And that’s exactly why they need a doctor, 
For the surest way to stay healthy is to get in the 
habit of consulting a doctor regularly 


A prompt report to your doctor of any real change 
in your physical condition may allow him to halt 
a disease before it becomes serious. A regular medi- 
cal check-up may detect some illness before you are 
aware of it 


Copyright 1954-Parke, Davis & Company 


PARKE, DAVIS & COMPANY 


Research and Manutacturing Laboratories: Detrot 32, Michigan 


need a doctor? 


And in treating and consulting with you through 
the years, your doctor builds valuable records on 
your physical assets and liabilities. He gets to know 
your emotional make-up. He can do more for you 
when he has an intimate understanding of you 
as a person. 


Through your doctor you can take advantage of 
the vast resources of medical science and recent 
advances in treatment of many conditions. 


Perhaps, at the moment, you don't have a family 


physician. If not, start making inquiries now — 
don't wait for an emergency to force you into a 
frantic search for a doctor. 


You may wish to consider several doctors 
before you pick the one who is “right” for you 
Once you have made your selection, give him 
your complete confidence. as you would any other 
trusted member of your family circle. Remember, 
your doctor is the best “preventive medicine” your 
family can have. 


One oj a series of messages on the importance 

of prompt and proper medical care, published by 

Parke, Davis & Company~makers of medicines prescribed by 
physicians and dispensed by pharmacists. 


people 


We're telling the millions of readers of LIFE, TIME, 


The message shown on the opposite page is the 
latest advertisement in Parke, Davis & Com- 
pany’s “See Your Doctor” campaign which has 
been continuously published for the past 26 
years. 

We believe it a part of our responsibility as a 
maker of medicines to point out to the general 
public that the doctor is the best “preventive 
medicine” a family can have. 


To be of real service to the cause of Medicine, 
our messages must not only be given wide 
circulation but must be the type that people 
will find interesting and readable. So we try 


Saturday Evening POST, NEWSWEEK, and TODAY'S HEALTH 


PARKE, DAVIS & COMPANY 


Research and Manufacturing Laboratories, Detroit, Michigan 


hard to make the general subject of prompt and 
proper medical care “come alive” to the man on 
the street, the woman in the home. 


Seven of these messages are reprinted in the 
booklet, “Your Doctor and You.” If you wish a 
few copies for your reception room table, please 
let us know. 
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sedation 


(reserpine CIBA) 


A pure crystalline alkaloid of rauwolfia root 
first identified, purified and introduced by CIBA 


In anxiety, tension, nervousness and mild to severe neu- 
roses—as well as in hypertersion—SERPASIL provides 


a nonsoporific tranquilizing effect and a sense of well- 
being. Tablets, 0.25 mg. (scored) and 0.1 mg. 


f 


Entered as second-class matter, November 16, 1932, at the post office at Boston, Massachusetts, under the Act of 
March 3, 1879. Published weekly at 8 Fenway, Boston 15. Domestic, $8.00 per year. 
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work! 


Rough or gentle, bulk for the ordinary “reg- 
ularity” diet comes from the cellulose of foods 
plus a liberal fluid intake. Where roughage is 
needed, foods may be eaten raw or cooked. In 
the bland diet, fruits can be stewed and veg- 
etables pureed. 


These are for bulk— 


Fruits and vegetables are high in cellulose. And fruits 
like oranges and apples, root vegetables like beets and 
carrots also provide pectin which absorbs even more 
fluid to form especially smooth, soothing bulk. 

Whole grains—and the flour or meal made from them 
—not only contain cellulose, but provide Vitamin B 
complex as well. 

And lots of liquid to make the cellulose bulky— 
about 8 to 10 glasses a day. But remind your patient 
that not all of it has to be water. 


Team them up for appetite appeal— 


Boiled beets take on new interest when they're served 
in a sauce of orange juice combined with sugar, corn- 
starch, and butter. 

Apples team nicely with dates. Serve them diced with 
mayonnaise for salad. Or for dessert, stuff cored apples 
with dates and bake in orange juice. 

Currants, raisins, or cranberries make a tasty surprise 
in oatmeal muffins. 


When your patient learns that these bulk-producing 
foods can be made appetizing, he’s likely to make 
them a part of his regular diet and so prevent recur- 
rence of his condition. 


United States Brewers Foundation 
Beer—America's Beverage of Moderation 


An 8-0z. glass of beer supplies about th of the minimum daily requirement of Niacin 
as well as smaller amounts of other B Complex vitamins. (Average of American beers) 


If you'd like reprints for your patients, please write United States Brewers Foundation, 535 Fifth Avenue, New York 16, N. Y. 
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gives ulcer relief 


without side effects 
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Gastric hyperacidity is controlled by 
Maalox-Rorer without constipation 
or other side effects commonly 
encountered with antacids. Relief of 
pain and epigastric distress is prompt 
and long-lasting. Available in tablets 
and liquid form, 


Suspension Maalox-Rorer contains the 
hydroxides of Magnesium aad 
Aluminum in colloidal form. The 
smooth texture and pleasant flavor 
make it highly acceptable, even with 
prolonged use. 


Supplied: in 355 cc. (12 fluid ounce) bottles. 
Also in bottles of 100 tablets. (Each Maalox 
tablet is equivalent to 1 fluidram of Suspension 
Maalox.) 


Samples will be sent promptly on request. 


WILLIAM H. RORER, INC. 
Drexel Bidg., Independence Square 
Philadelphia 6, Pa. 
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spectacular benefits in 


HAY FEVE 


HP*ACTHAR Gei provides powerful 
protection against the allergic ' 
manifestations of hay fever. 
Patients respond dramatically to 
relatively small doses of ACTH 

given over a short period of time. 
HP*ACTHAR Gel is administered as 
easily as insulin, with a minimum of 
discomfort. 


Equally effective in the young and 
the aged, HP*ACTHAR Gel constitutes 
one of the most gratifying new 
additions in the management of 
seasonal allergies. Your patients will 
be better protected during the 
ragweed season. 


References: Levin, S. J.: Ann. Allergy 11: 
157, 1953., Gay, L. N., and Murgatroyd, 
G. W. Jr.: J. Michigan M. 

Soc. 53: 33, 1954. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY CHICAGO 
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For every woman presenting classic menopausal hot flushes, there is another 
who exhibits symptoms which are equally distressing but less clearly defined. For 
example, insomnia, easy fatigability, headaches may also be symptoms of 
declining ovarian function, but frequently are not so recognized because they occur 
long before and even years after menstruation ceases. When such is the case, the 
patient may be expected to respond toestrogen therapy. “Premarin” (com- 
plete equine estrogen-complex) produces not only prompt symptomatic relief but 
also imparts a gratifying “sense of well-being.” It has no odor... 
imparts no odor. “Premarin”® estrogenic substances (water-soluble), also known 
as conjugated estrogens (equine), is supplied in tablet and liquid form. 
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With so many antibacterial drugs to 


choose from, you may wonder which one 

to prescribe, We believe you'll agree 
that most of them are rather good, 

Still, we hope you'll try Gantrisin 
*Roche',..because this single sulfona- 
‘tide is soluble in both acid and alka- 
line urine...because it has a wide anti- 
bacterial spectrum...an impressive clini- 
cal background...and, above all, because 


it's so well tolerated by most patients. 


Gantrisin®-- brand of sulfisoxazole 
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There is a new form of synthetic 
narcotic analgesic... less likely 
to produce constipation than 
morphine... indicated for relief 


of severe or intractable pain -- 


LEVO-DROMORAN TARTRATE 'ROCHE'. 
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Physiological tes 


compares 


Filter with other cigarette filters 


“Micronite” 


“KENT AND “MICRONITE” 
ARE REGISTERED TRADEMARKS 
OF P, LORILLARD COMPANY 


To compare the efficiency of various 
filters as they affect physiological re- 
sponses in the cigarette smoker, drop 
in surface skin temperature at the last 
phalanx was measured. 


Using well-established procedures, 
the subject smoked conventional filter 
cigarettes and the new KENT with 
the exclusive Micronite Filter. 


For every other filter cigarette, the 
drop in temperature averaged over 6 
degrees. For KENT’s Micronite Filter, 
there was no appreciable drop. 


These findings confirm the results of 
other scientific measurements that 
show these facts: 1) KENT’s Micronite 
Filter takes out far more nicotine and 


tars than any other cigarette, old or 
new. 2) Ordinary cotton, cellulose or 
crepe paper filters remove a small but 
ineffective amount of nicotine and tars. 


Thus KENT, with the first filter that 
really works, gives the one smoker out 
of every three who is susceptible to 
nicotine and tars the protection he 
needs . . . while offering the satisfac- 
tion he expects of fine tobacco. 


For these reasons, smokers have 
made the new KENT the most popular 
new brand of cigarette to be introduced 
in the last 20 years. 


If you have yet to try the new KENT 
with the exclusive Micronite Filter, may 
we suggest you do so soon? 


me 


\ 
\ 
\ 
\ 


: 
\ I, \ ~ 
\ 
i 


THE NEW ENG GL AND OF MEDICINE 


PEDIGREED IN ITS FIELD 


Audivox, successor to Western Electric Hearing Aid Division, brings 
the boon of better hearing to thousands. 


These are the Audivox Hearing Aid Dealers who serve you in New 
England. Audivox Dealers are chosen for their competence and 
their interest in your patients’ hearing problems. 


NEW ENGLAND 


MAINE 
Portland 
Williston & Rogers Hearing Aid Co. of Maine 
26 Central Street 79 Oak Street 
Tel. Bangor 4089 Tel. 3-6121 
Sanford Waterville 
Arnold's Hearing Center The Optical Shop 
188 Main Street 131 Main Street 
Tel. 1051-W Tel. 3266 


NEW HAMPSHIRE 


Manchester Nashua 
Audiphone Company of Dr. A. 8. Biscornet 
New Hampshire 84 West Pearl 
1122 Elm Street 
Tel. Manchester 23-2642 


VERMONT 
Proctor Burlington 
Gusiphene Company of Schell Hearing Service 
Vermont 361 South Winooski Ave. 
Street Tel. 2-0610 
e 


CONNECTICUT 

Bridgeport 
American Surgical 
& Equipment Co 
1715 Barnum Avenue 
Tel. 5-3116 


New Haven 
Professional Equipment 
Company 
36 ews 
Tel. 7-2138 


Hartford 
Audiphone Company of 
Hartford 
721 Main Street 
Room 319 
Tel. 7-8094 
Waterbury 
Waterbury Hearing 


Supply 


gton 
Flieg and Newbury 
45 Water Street 
Tel. 8540 


RHODE ISLAND 
Providence 
Community Hearing 
Center 
314 Howard Building 
Tel. Gaspee 1-2209 
Gaspee 1-7153 


MASSACHUSETTS 


Boston 
Hasco Hearing Aid 
Service 
101 Tremont Street 
Tel. HUbbard 2-3696 


Hearing Aids Co. of New 
England, Inc. 
501 Washington Street 


Room 
Tel. Liberty 2-2175 


E. F. Mahady Company 
Hearing Aid Dept. 

851 Boylston Street 
Tel. KE 6-7100 


Fall River 
Touhey's Hearing Aid 
Company 
206 Rock Street 


Fitchburg 
Fitchburg Optical Shop 
699 Main Street 


Gardner 
Smart’s Pharmacy 
280 Central Street 


Greenfield 
Eisner Surgical 
Appliances 
74 Federal Street 


Lowell 
Lowell Medical 
Instrument Company 
43 Prescott Street 
Tel. 6-19! 


Lynn 
Sayers Hearing Aid 
Center 
317 Security Trust 
Buildin 
Tel. LYnn 3-5000 


Maynard 
anning Pharmacy 


New Bedford 
Thomas Payne Optical 
Company 
694 Pleasant Street 
Tel. 36 


Pittsfield 
Audiphone Company 
74 North Street 
Tel. 2-3689 


Quincy 
Hearing Aid Co. 
of Quincy 
21 Chestnut Street 
Tel. President 3-5533 


South Shore Hearing 
Aid Associates 
4 Maple Street 
Tel. President 3-8118 


Springfield 
Springfield Hearing 
Center 
1597 eed Street 
Tel. 7-23 


Waltham 
Bennet R. O'Neil 
742 Main Street 


Worcester 
Central Audiphone 
Company 
332 Main Street 
(605 Central Building) 
Tel. Worcester 5-4734 


Western 


Center 
30 Banks Street 
; Tel. 3-3980 
NEARING AID 
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pedigree 


Only a flawless pedigree — a long and illus- 
trious ancestry of purebreds — can produce 
a champion show dog. 


Only audivox in the hearing aid field can trace an an- 
cestry that includes both Western Electric and Bell Tel- 
ephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
which were furthered by the development of the hearing 
aid at Bell Telephone Laboratories, brought to fruition 
by Western Electric and audivox engineers. 


Pedigreed in its field, audivox successor to Western 
Electric Hearing Aid Division, brings the boon of better 
hearing, and its enrichment of living, to thousands. With 
the magical modern transistor, with scientific hearing 
measurement and scientific instrument-fitting, serviced 
by a nation-wide network of professionally-skilled deal- 
ers, audivox moves forward today in a proud tradition. 


TO THE DOCTOR: Send your patient with a hear- 
ing problem to a career Audivox and Micronic 
dealer, chosen for his interest, integrity and abil- 
ity. There is such an Audivox dealer in every 


- major city from coast to coast. 


Audivox new all-transistor 
model 71 hearing aid 


Alexander 


audivox 


Successor to Flectric Hearing Aid Division 
123 Worcester Street, Boston, Mass. 


The Pedigreed Hearing Aid 
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Wyeth 


® 
Philadelphia 2, Pa. 
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MAHADY HAS IT | 


AUDIVOX 
all-transistor hearing aid 


As a certified AUDIVOX Dealer, it is our 
pleasure to include an office trial of this 
unusual hearing aid in our free audio- 
metric. tests. 


Urge your hard-of-hearing patients to visit 
our 5th floor for a complete and _profes- 
sionally administered test. They will have 
a chance to test the semi-transistor and 
vacuum tube type of aids as well as AU- 
DIVOX. Of course their visit will not 
obligate them in any way. 


(See the special Audivox Advertisement 
elsewhere in this issue.) 


HOSPITAL AND 


MEDICAL SUPPLIES F. MAHADY. co. 


SCIENTIFIC 
INSTRUMENTS 


MEDICAL AND 
NURSING BOOKS 


LOCAL and DISTANT 


GREATER BOSTON 
SINCE 1832 


An important 
agent in internal 
medicine 


eAllays agitation 
and apprehension (non- 
soporific sedation) 


@ In the majority of hypertensives, 
Serpiloid lowers tension, tran- 
quilizes, relieves associated 


symptoms 


2 In the normotensive, it does not 
lower blood pressure signifi- 
cantly 


® No contraindications 


© For long-term use, virtually free 
from side actions 


© Simple dosage . . . One tablet 
(0.25 mg.) t.i.d. 


Clinical samples on request. 


LABORATORIES, INC. 


LOS ANGELES 48, CALIF. 


Pe 
‘lol 
[ | aN? 
Seruing all New England 
851-859 Boylston Street 
— | 
| 
SINCE 
| 
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from the clinical observations made thus 
far, it is estimated that 1LoTYCIN 
(Erythromycin, Lilly) represents an anti- 
biotic of choice in more than 80 percent 


of all infections treated by physicians .... 
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the original Erythromycin 
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w= my long-time friend and colleague, John 
Gordon, asked me to give the Cutter Lecture 
this year, he explained that today he would be out 
of the country working on a project supported by the 
Rockefeller Foundation, He asked me to discuss the 
“existing position of public health in the approach to 
a control of chronic disease”; to “sum up what came 
out of the meetings themselves” at the Conference 
on the Care of the Long-Term Patient in Chicago 
in March, 1954; and to “give an assay of what needs 
to be done.” It will be agreed that this was a formi- 
dable assignment. 

No one of the three topics can be dealt with com- 
petently in a single lecture so that I have elected to 
deal with certain parts of each. In doing so, I am 
taking liberties that I would not venture if John 
Gordon were here instead of in India exploring what 
can be done about “the population problem.” 

Although my hosts may have been too ‘modest to 
inform you, truth compels me to admit at the outset 
that there are several men on your faculty who are 
considered to be the leading American authorities on 
the subject of my discussion today: the ever-growing 
problem in this country of what can be done to pre- 
vent, to arrest, to cure, to alleviate, to rehabilitate 
and certainly to give better care to the millions of 
Americans who suffer from long-term chronic illness. 

This problem has always been present. Among the 
several reasons why it is assuming greater importance 
today is the fact that in an aging population there 
are more chronically ill persons in proportion to the 
able-bodied ; also, under the much more enlightened 
laws on care of the unfortunate, more care is being 
given, and it is costing more year by year. Perhaps, 
too, it is only now that all the health sciences from 
clinical medicine to hospital administration, nursing, 
social work and psychology to mention a few of 
the many disciplines involved — have reached suf- 


*The Cutter Lecture on Preventive Medicine, delivered at Harvard 
School of Public Health, May 6, 1954. 
Dean, University of Pittsburgh Graduate School of Public Health. 


NEW PATHS TO A GROWING PROBLEM* 
Contributions of Public Health to the Control of Chronic Disease 
THOMAS Parran, M.D., Dr. P.H.t 


PITTSBURGH, PENNSYLVANIA 


ficient stature to engender hope of the effectiveness of 
their closely co-ordinated action in any solution or 
partial solution of the problem, 

For the past five years the many apparently com- 
plex problems of the chronically ill have been the 
subject of intensive study by a national Commission 
on Chronic Illness, of which I am a member. The 
Commission was preceded and sponsored by a joint 
committee of representatives from the American Hos- 
pital Association, the American Medical Association, 
the American Public Health Association and the 
American Public Welfare Association, which in 1946 
issued a statement under the title, “Planning for the 
Chronically Ill.” The first and most important rec- 
ommendation in this statement was that “the basic 
approach to chronic disease must be preventive.” For 
the long pull, no one can quibble at this philosophy, 
which was spelled out in somewhat greater detail by 
the National Health Assembly in 1948: 


A basic change is required in society’s traditional attitude 
toward chronic illness and its victims, The realization that 
much illness of this type can be prevented and that many 
persons heretofore regarded as inevitably disabled can be 
rehabilitated to lead useful, happy lives must become the 
—— point for any genuine program of chronic disease 
control, 


PUBLIC HEALTH AS A SOCIAL SCIENCE 


It should be recalled that originally public health 
was primarily an engineering science; later it became 
a medical science as well, and now it is becoming a 
social science also. My remarks today are based on 
this larger current concept. 

At the beginning of my professional life the major 
public-health problems had to do with the control 
of acute communicable disease; the technics of sani- 
tary engineering, epidemiology, immunization, quar- 
antine and public-health nursing being utilized. Half 
a generation later this specialty aimed at translating 
the available scientific facts about health into terms 
of personal action in the family; community action 
in the county, town, city or state; and national ac- 


| 
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tion when federal authority or funds were needed. 

In other words, during the first period, which came 
to a close toward the end of World War I, things 
were done for people to improve their health. Once 
the backs of the worst epidemics had been broken 
sufficient confidence was established in public-health 
programs so that it was possible to guide citizens — 
with some measure of success — into the much more 
satisfying and productive venture of participation in 
doing things for themselves and thus improving their 
health. 

In my opinion the problem now is to develop new 
methods. ‘The citizen leaders have proved themselves 
in substantial degree. ‘The leaders of the many sci- 
entific disciplines -— including the social sciences — 
have proved that they can talk and plan together for 
health, once each has learned the language of the 
others, without much wrangling about professional 
precedence, If they prove that they can operate to- 
gether and with citizens —- who may need for this 
purpose to learn several languages or jargons — some 
pilot-plant demonstrations in several communities on 
a total health program might prove a new approach 
not only to the problems of the chronically ill but 
also to many other unanswered health questions. For 
only in a total health program — in contrast to the 
conventional health-department program — can one 
create the optimum environment for healthful living, 
make diagnoses early enough to assure possible pre- 
vention, provide treatment good enough to ameliorate 
what cannot be cured and, for the incurable, follow 
through with rehabilitation, whose potentials are just 
beginning to be discovered. 

Before this or any comparable approach can suc- 
ceed, however, much must be learned about the total 
problem of the chronically ill. 

For example, in 1949, at the ‘first meeting of the 
Commission on Chronic Illness, the difficulty of early 
diagnosis in most chronic diseases was emphasized, as 
was the unavailability of control methods. Relatively 
little has been learned since then, although many 
studies — including those on arthritis and rheumatism 
in Pittsburgh —- grew out of the 1951 National Con- 
ference sponsored by the Commission and built around 
its general theme, “Preventive Aspects of Chronic 
Disease.” 

At the 1951 Conference a chronic disease was de- 
fined as comprising all impairments or deviations from 
the normal that have one or more of the following 
characteristics : 


Are permanent. 

Leave residual disability. 

Are caused by nonreversible pathological alteration, 

Require special training of the patient for rehabilitation. 

May be expected to require a long period of supervision, 
observation, or care. 


The very fact that the Conference needed to appoint 
a committee to work out definitions and to make 
them an important part of its final report is some 
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indication of how loosely a good many physicians 
have thought and talked about chronic disease. 

Even today precise definitions are lacking. Yet I 
need not remind this audience that few public-health 
programs succeed without precision in defining the 
objective and clear agreement on the means of ac- 
complishing it. 

The second National Conference sponsored by the 
Commission on Chronic Illness was held in March 
of this year at Chicago. The theme of the Conference 
was “The Care of the Long-Term Patient.” Such 
patients, it was agreed, were those “suffering from 
chronic disease or impairment who require a con- 
tinuous or prolonged period of care; that is, who are 
likely to need or who have received care for a con- 
tinuous period of at least 30 days in a general hos- 
pital; or care for a continuous period of 3 months 
in another institution or at home.” It was estimated 
that this involved about 5,300,000 persons substantially 
disabled by chronic disease or other impairment. 


The following objectives were set up for the Con- 
ference: 


Identify the requirements of the long-term patient in 
the various stages and severity of his illness. 

Examine existing methods of providing care, explore 
new methods, and enunciate principles which should gov- 
ern needed changes. 

Suggest patterns for desirable relationships between 
services, facilities, and programs. 

Recommend various ways to improve the financing of 
long-term care. 

Establish direction and suggest next steps for local, 
state, and national programs for the care of the long-term 
patient. 


The 1954 Conference emphasized the care of the 
“long-term patient” in his home, the relation of home- 
care programs to the general and to the special hos- 
pital, to the nursing home and to other institutions 
and the integration of services and facilities for long- 
term care. My section dealt with the kinds and types 
of research badly needed for substantial progress. An- 
other section recommended the principles that should 
govern financing of research, demonstrations and 
care and suggested the principal sources of financial 
support. 

It is needless to say that more long-term health 
care is needed for more people because fewer short- 
term deaths are occurring. 

It should be remembered, however, that the hori- 
zons of the health sciences are expanding not only 
because of the continuous accretions to scientific 
knowledge but also because of the growth of social 
responsibility among a large majority of Americans. 
Both facts open larger areas of public-health enter- 
prise. These wider horizons are being recognized even 
in medical education. Ward Darley says, “If medi- 
cine has become and is to be further developed as a 
function of society, society itself must be used as a 
classroom, laboratory, and clinic.” 

This is by no means a new idea to those who are 
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engaged in public-health teaching, research or prac- 
tice. Quite the contrary. Nevertheless, its general ac- 
ceptance in medical education will give the physician 
a deeper understanding of health and disease and will 
result in significant changes in the type of medical 
care available in the future. For it must be remem- 
bered that the treatment of acute illness generally 
represents a much simpler doctor-patient relation 
than the care of chronic illness. A psychiatrist tells 
me that the term “old crock” is used by physicians 
who are unable to cure their patients and subcon- 
sciously develop hostility toward them. 

Setting this aside, since I claim no competence in 
psychiatry, it is obvious that the proper care of pa- 
tients requiring long-term care involves the co-ordina- 
tion of a variety of professional and other skills as 
well as of diverse physical facilities into a “therapeu- 
tic community.” The whole situation is frequently 
complicated by serious financial, social, economic and 
psychologic implications not only for the patient but 
also for his family, and frequently for the community 
as well. 

Highly interesting demonstrations are being carried 
out on the care of the long-term patient at home. 
These demonstrations take on particular significance 
when it is realized that of the 5,300,000 chronically 
ill persons (including both the bed ridden and the 
ambulatory) who are estimated to require care in this 
country, about 4,000,000, or almost 80 per cent, are 
not in an institution. 

From the point of view of many who have studied 
this problem, the extension and adaptation of the 
more successful of such plans may provide the answer 
for a large proportion of patients in need of care. As 
Dr. Martin Cherkasky points out, there are two rea- 
sons. The negative one is the shortage of hospital 
beds, the high cost of providing them and the great 
difficulty of staffing them. The more valid reason is 
that for suitable patients, properly organized care in 
the home, properly rendered by skilled personnel, may 
be the best possible care. For the chronically sick 
patient, Dr. Cherkasky believes, the opportunity of 
obtaining good treatment within the shelter and se- 
curity of the family at home can be an important 
factor in improvement, 

There is, however, general agreement among the 
clinicians and hospital administrators who know the 
most about this subject that medical care is now 
geared to acute illness and must be completely re- 
vised before it can become effective in dealing with 
the chronically ill. As Dr. Anthony Rourke says, the 
needs of the long-term patient are more complicated. 
He may have a multiplicity of diseases. In addition 
to definitive medical care he may need services to 
provide for the emotional, spiritual, economic, social 
and rehabilitative aspects of his condition. His res- 
toration to community usefulness may be rapid, slow, 
delayed or subject to repeated relapse. His condition 
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is rarely static. Obviously, the care that he needs 
cannot be organized in every home. Sometimes, such 
care in the home defeats its own end by bringing the 
family to the breaking point. 

Outpatient services offer a great but as yet un- 
realized opportunity to meet the needs of many of 
the chronically sick. Some of the better clinics or- 
ganized to care for patients in all economic groups 
are at Duke University, at Chicago and at the Vin- 
cent Astor Clinic in New York City. 

In smaller communities of 25,000 to 50,000 there 
is a practically untouched potential. An important 
consideration —- and one that all agree has been 
shamefully overlooked — is that the outpatient clinics 
not only should meet the medical requirements of 
their patients but also should be conducted in such 
a way as to preserve the dignity of the patient as a 
person. 

The private physician’s responsibility in meeting 
the diversified needs of a chronic patient is to provide 
all services needed for optimum care. This means 
that the doctor must understand how much help 
other health workers can give as well as recognize 
his own limitations, In every area where studies have 
been made, the private physician coping with chronic 
illness in the middle and lower economic brackets — 
regardless of his personal good will or clinical pro- 
ficiency —- ran into the same series of obstacles in 
carrying out his responsibility. These included un- 
availability of necessary trained personnel; his un- 
awareness of the availability of services besides his 
own and those of the visiting nurse; and his unwill- 
ingness to use available services because he was un- 
familiar with their benefits, thought that they carried 
the stigma of charity or feared that some of his pro- 
fessional prerogatives might be assumed by others. 
In other cases community agencies providing needed 
services were over-restrictive and were frequently un- 
able, because of their lack of communication with 
other agencies, to provide the auxiliary teamwork 
needed by the patient. 

The over-all obstacle everywhere, however, is mon- 
ey. It is a truism that chronic illness and poverty tend 
to become synonymous, sooner or later. Too many 
patients in long-term illness scrape the bottom of the 
barrel for food, clothing and shelter — to say nothing 
of doctors’ bills. Too many community agencies have 
not the funds to supply needed services to all chronic 
patients who need them. The sum of these factors 
suggests a major reorientation of community planning 
and action for the care of the chronically ill. In this, 
as in past programs, public-health agencies must be 
the spearhead. 

It is generally agreed that the major elements in- 
volved in better control of chronic disease are labora- 
tory and clinical studies that add to knowledge of 
causation, leading to better prevention and treatment 
(discussion of this aspect of the problem is outside the 
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scone of this paper) ; and development of sound com- 
munity programs for the long-term care of patients. 
It is this aspect that I propose to discuss. 


COMMUNITY PROGRAMS 


What realistic and useful contributions can be made 
by the acquisition of new and more extensive facts 
concerning long-term, disabling illness and by the 
placing of this knowledge in the hands of those re- 
sponsible for planning, organizing, administering, eval- 
uating and financing programs for patients with long- 
term illness? 

All programs start in response to a recognized need 
and should have clear objectives, which should be 
balanced against available personnel, facilities and 
other resoutces. Since these are never static, objectives 
need to be shifted accordingly. 

Continuous inquiry into what is being done, why 
it is being done and how well is an indispensable way 
of avoiding error. Much of this investigation should 
be made by the operating agency itself, and plans for 
studies of efficiency of operation should be built into 
the program at the outset; this is only good house- 
keeping. Other studies are more difficult and involve 
complicated methodologies as well as value judgments. 

Furthermore, sociologic inquiry into the cause and 
effects of chronic illness and the results of treatment 
must parallel studies of illness from the point of view 
of medical needs and resources if one is to push back 
the frontiers of the unknown. 

So far, efforts have barely opened the door to an- 
other area of sociologic research involving the health 
of the individual patient in relation to that of the 
family unit. What is good for the one may not be 
good for the other. 

Medical educators and practitioners are rediscover- 
ing the concept of the whole man and the fact that 
he must be reassembled from his fragmented parts if 
his ill health (his dis-ease) is to be dealt with com- 
petently. Public-health educators and practitioners 
are rediscovering that the concept of the whole man 
must be related to the whole family unit in which 
complex factors interact during the course of the ill- 
ness of any member. Moreover, health or the lack of 
it is influenced by the total environment in which the 
patient lives, works and plays and in which he strug- 
gles for success, security, happiness and health. 

These are large questions, which cannot be an- 
swered today with any precision. I am convinced, 
however, that answers are necessary and feasible. Re- 
search is the tool that will open the way. 

Large though these questions may be, public-health 
practitioners are constantly aware that in considering 
research in long-term illness they are dealing with a 
small sector of a larger problem, whose parameter 
is difficult to draw. 

How can one study the tides of Massachusetts Bay 
as an isolated phenomenon unrelated to the larger 
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planetary, gravitational and astronomic forces that 
produce them? The problem of public health is even 
more difficult than the study of tides since one is 
dealing neither with recurring nor with static phe- 
nomena, but with dynamic change and nonrecurring 
movement as science progresses and social concepts 
broaden, 


In Chicago some weeks ago the Committee on Re- 
search of the Conference attempted to keep its task 
within the predefined limits, even at the risk of con- 
sidering local tides. In the end it was agreed that use- 
ful generalizations can be drawn from such intensive 
study of limited phenomena. Two areas of research 
were concentrated on: size and characteristics of the 
problem of chronic illness; and effects of such illness 
upon the family and the community, Cutting across 
both areas was the problem of methodology. 


SIZE AND CHARACTERISTICS OF PROBLEM 


For use at the Conference Mr. G. St. J. Perrott and 
his colleagues in the Public Health Service assembled 
a “Source Book on Size and Characteristics of the 
Problem,” which provided in compact form available 
statistical information, including many hitherto un- 
published data, in 69 tables and a brief descriptive 
analysis of the statistics. Valuable though this in- 
formation was, Perrott and his colleagues were the 
first to point out its shortcomings. 


In fact, it was recognized that much vital informa- 
tion on virtually every aspect of the subject was lack- 
ing —- whether it was the care of the patient at home 
or in an institution, the way that the activities of 
agencies should relate to one another or the set of 
complex problems involved in the financing of medi- 
cal care. 


The Coaference committee that studied the prob- 
lem of financing started with the premise that the 
American people no longer looked upon adequate 
care for the long-term patient as a privilege, but as 
a right that should be available to all. 

As a base line for the committee’s recommenda- 
tions, it was stated that the extension of voluntary 
health insurance is the single most important instru- 
ment for financing better care of ‘long-term patients 
who can afford to pay the required premiums. This 
should be extended to cover outpatient and home care, 
as well as that in nursing and convalescent homes. 

Supplementary to voluntary health insurance are 
the benefits derived from private and philanthropic 
agencies, workmen’s compensation, union welfare 
funds, industrial, agricultural and professional con- 
tributory funds and the like. When the total of these 
fails to meet the costs of needed care for the chroni- 
cally ill there is no alternative to the conclusion that 
society as a whole, through taxation, must meet the 
deficit. 

Private philanthropy has made substantial con- 
tributions, particularly in the training of health and 
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rehabilitation personnel. A number of business leaders 
at the Conference, however, expressed the view that 
there is much more to be done in this direction. The 
suggestion was advanced that philanthropic health 
agencies (particularly those that solicit funds from the 
public each year for a particular type of illness) could 
benefit by pooling part of their resources in a common 
effort to foster public education, preventive measures, 
expansion of diagnostic and rehabilitation services and 
especially the basic research so sorely needed in the 
solution of problems involving the chronically ill. 

Here, for example, are some questions that emerged 
clearly from the Chicago Conference as having par- 
ticular relevance: 


(a) What are the conditions — medical, social, and eco- 
nomic —leading to the need for long-term care? 
Who suffers from these conditions and in what de- 
gree? How old are they? Where are they to be 
found? 

(b) What services are needed to care adequately for these 
patients? 

(c) What does adequate care really mean? For what pur- 
pose is home care given? To help restore the patient 
to health or to lessen the costs of institutional care? 

(d) How should agencies best be organized to provide 
needed services? 

(e) —— the efficiency of agency operation be meas- 
ure 

(f) How does one measure the net contribution of any 
activity intended to help sick people? 

(g) How much does care for long-term illness cost? Who 
pays it and how is it paid? 

Gaps in knowledge of the current prevalence, dura- 
tion and severity of chronic illness were recognized 
by all participants in the Conference. Yet the ra- 
tionality of any action program must be based upon 
a sound gauge of needs. Estimates of the facilities, 
personnel and types of services that a community re- 
quires for prevention, treatment and rehabilitation of 
any chronic condition, or even for the chronic condi- 
tions in any segment of the population, must now be 
based in large part on limited information derived 
from earlier years or from some other community. 

Moreover, the translation of morbidity data into 
needs for service and the translation of such needs 
into estimates of the personnel and facilities required 
to provide services for long-term illness are complex 
procedures. The data must be based, of course, on 
medical judgment regarding diagnosis, type and po- 
tential value of treatment and on assumptions regard- 
ing the best way to organize to do the job. 

As Elinson says, it is not yet known exactly what 
information is necessary before reasonably good esti- 
mates of needed care can be made. Even the two 
closely parallel intensive studies of chronic disease in 
Hunterdon County and in Baltimore are not using 
identical information-gathering methods. 

Perhaps the most important element to take into 
account, however, is the purpose of care. Reasonable 
purposes range widely, from prevention of imminent 
loss of life by emergency medical treatment to the 
development of happy and productive persons by 
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means of long-term counseling and the provision of 
a favorable environment. 

For convenience, the purposes of needed care may 
be considered as falling into two classes: conservative 
and rehabilitative. 


Conservative care is intended to prevent any harm- 
ful changes —- to conserve the present health status. 
This term can also be applied to preventive measures, 
as well as to secondary prevention designed to halt 
the progression of disease. Nursing homes and other 
domiciliary institutions usually provide no more than 
the minimum. 

Rehabilitative care is intended to produce an ob- 
servable ameliorative change. It may include im- 
provement of a pathologic condition, as in halting a 
respiratory infection by means of antibiotics. An in- 
crease in self-sufficiency, such as increasing mobility 
through use of a wheel chair, is a proper goal of re- 
habilitative care, as is the improvement in economic 
self-sufficiency by training for a new job within the 
physical limitations of the patient. 

Some kinds of care have both conservative and re- 
habilitational implications. The hospitalization of a 
psychotic patient, for example, may be merely con- 
scrvative care for him. At the same time it may be 
rehabilitative for members of his family who are re- 
lieved of the burden of responsibility for him at home 
and freed to live their own lives more fully. 


It is an important principle that definitions of 
terms and methods of measurement must be dictated 
by specific research objectives, but for any compa- 
rability among like programs uniformity of definitions 
and measurements is indispensable. In any one pro- 
gram definitions should be held constant. 


A substantial amount of knowledge is, of course, 
being assembled by those who plan and administer 
health and welfare programs and by those who make 
surveys of health conditions in various parts of the 
United States. That knowledge could be more use- 
ful to others if the terms used were defined with 
clarity, precision and uniformity. 

All Conference committees recognized the need for 
precise definitions. Nearly all the reports of precon- 
ference study groups start with a definiticn of what 
is meant by the topic discussed — home care, general 
hospital, outpatient department and the like. 


The development of a glossary on this subject would 
aid in promoting uniformity of interpretation, in ap- 
plying the results of experience, in measuring nzeds 
for care, in providing services, in evaluating t'se re- 
sults of service and in estimating costs, If standardized 
definitions were widely used the knowledge derived 
from the experience in any one program could more 
readily be translated into plans for other programs. 


My colleague at Pittsburgh, Dr. John McGibony, 
some years ago undertook to develop a glossary of 
terms used in connection with hospital and medical 
care, since he had found that even in different units 
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of the Public Health Service the same word fre- 
quently held different meanings. 

In assaying what public health should do as its 
contribution to the eventual control of chronic ill- 
ness, I have leaned heavily on Dr. Cecil G. Sheps, of 
the Beth Israel Hospital in Boston, who has done ex- 
cellent work in assessing the effectiveness of programs 
in operation. 

Up to now I have attempted to show something of 
the shape and form of this great objective in what 
I believe to be the third period of public-health ad- 
vance in the United States. I have refrained, delib- 


erately, from attempting to blueprint the exact status 
and detailed responsibilities of public-health disciplines 
in the total team that will be required to control 
chronic illness, for the sound reason that this is a 
task to be dealt with community by community, with 
as great a variety of approaches as there is a variety 


of towns, cities and states. 

In each situation, however, the trained public- 
health group should be in control. Any program 
should be set up as follows: 


It should gauge the need for one as against an- 
other program directed against one rather than an- 
other aspect of chronic disease. 

It should establish realistic goals. 

It should determine present and potential re- 
sources, 

It should balance resources against objectives. 

It should build into every program measures for 
the study of its efficiency. 

It should inquire in advance, and at regular in- 
tervals thereafter, about the over-all effectiveness 
of each action program (this evaluation should be 
made by an outside, disinterested observer). 

It should question all new proposals for action on 
the basis of sound principles drawn up by the Com- 
mission during five years of intensive study. 

It should evaluate what comparable communities 
are doing. 

It should adapt the successes of other commu- 
nities to specific requirements of its own problem. 

It should relate what is to be done to what is (or 
is not) being done now, as well as to over-all ob- 
jectives. 

It should ensure the participation of the profes- 
sional and the community groups in the initial 
study, in the planning and in developing proposals 
for action (control of chronic disease must be a 
team job from its inception). 

It should decide what should be done in all rele- 
vant circumstances. 

It should motivate the community to act in the 
interest of its own health, of saving its tax dollar 
and of meeting its civic responsibility. 

It should experiment under controlled conditions 
in a pilot plant; if results are firm, expansion is in- 
evitable. 
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Finally, it should report to sponsors, community, 
and contemporaries a clinical history of the venture, 
what has been done well or badly and why. 


Continuous inquiry into what is being done, why 
it is being done and how well is an indispensable 
method of avoiding error, Research and action are 
inseparable. Since any action program is based sub- 
stantially on research, to research it must return to 
renew its strength. This requires a continuous work- 
ing relation between research people — the people 


who give service -— and the people who pay for it. 


EFFECTS ON FAMILY AND COMMUNITY 


One must face the fact that hundreds of thousands 
of families every year will be shattered and brought 
to the point of destitution by prolonged illness. In 
1952, 500,000 families spent between 50 and 100 per 
cent of the total family income on medical care; an- 
other 500,000 families had medical expenses exceed- 
ing the total family income. Unless this burden of 
expense can be shared — or lightened through re- 
search — this vast tragedy will increase with the years. 

Yet, at this moment, there is still not sufficient 
knowledge about the cost of chronic illness per se to 
assess surely what should be done as a nation, or what 
part states, cities and voluntary effort should con- 
tribute. This ignorance is a formidable barrier, not 
only in assessing needs, but also in assessing the effi- 
ciency of current services and evaluating how well 
they meet their stated objectives. In other words, to 
use industrial terms, one scarcely knows how good the 
product is or whether a different product could do 
the job better. 

It seems unnecessary, in an industrial society whose 
phenomenal efficiency and constantly expanding pro- 
ductivity are founded upon research, to argue at any 
length about the need for comparable research on the 
problems of chronic illness, 

The national investment in laboratory and clinical 
research related to medicine is $200,000,000 a year. 
It seems reasonable to suggest that an additional in- 
vestment be made to translate the knowledge gained 
into action for health. To do this more precise in- 
formation regarding the health needs of the nation 
and the best ways of meeting them is essential. 

An impressive brief could be drawn up for the 
economic necessity of controlling chronic disease. Even 
with the great ignorance about the details of the prob- 
lem and uncertainty about method, except through 
fractional approaches, one knows approximately the 
millions of persons involved and can estimate the ap- 
palling cost of the utterly inadequate care the ma- 
jority receive. 

But when statistics are discussed the problem be- 
comes remote. The suffering becomes impersonal. Al- 
ways behind the figures are the human beings, the 
broken lives, Like any action to help those less for- 
tunate, the vast program now in the shaping to im- 
prove the care (and thereby shorten the long help- 
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lessness) of the chronically ill can succeed only if it is 
motivated by conscience and compassion and soundly 
based on knowledge that is the fruit of research. 


CONCLUSION 
Science is the rock on which one must build, but 
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the student of public health will not forget that sci- 
ence alone is not enough. He need only be reminded 
if I may paraphrase Sir Arthur Newsholme —. that 
twinges of conscience have proved the most powerful 
antiseptic, and that the sentiment against suffering is 
the greatest healing force of the present time. 


A Critical Analysis of 40 Operations 


N 1935 Stein and Leventhal' reported 7 cases of 
amenorrhea associated with polycystic ovaries. In 
addition 4 of their patients complained of hirsutism, 
and 3 were obese. After wedge resection of the ovaries, 
normal menses reappeared in all 7 patients, 5 of whom 
eventually conceived. The amenorrhea and the poly- 
cystic ovaries were thought to be due to an imbalance 
of the pituitary-ovarian axis, The combination has 
become known as the Stein—Leventhal syndrome. 

Secondary amenorrhea as the main clinical symp- 
tom of this syndrome was emphasized by Leventhal 
and Cohen* in 1951, when they stated that wedge 
resection was not indicated unless this menstrual ab- 
normality was present. 

That menometrorrhagia associated with polycystic 
ovaries can be corrected by wedge resection, however, 
was shown by Robinson* as early as 1935. As more 
reports appeared in the literature it became readily 
apparent that polycystic ovaries could be found in 
association with any type of menstrual irregularity,‘ 
having even been reported in patients who bled regu- 
larly from a secretory endometrium.* Furthermore, it 
was shown that polycystic ovaries were present in 
numerous cases in which the menstrual irregularities 
were associated with an extragenital endocrine ab- 
normality such as Cushing’s or adrenogenital disease. 
The literature on this subject was adequately reviewed 
up to 1951 by Du Toit.’ 

Since a certain amount of disagreement and pos- 
sible confusion has resulted from the various interpre- 
tations of this syndrome it was decided to attempt 
to clarify some aspects of it by a critical review of the 
patients operated on at the Sloane Hospital for 
Women. Two basic questions for which an answer 
was sought were whether polycystic ovaries occurred 
with all sorts of menstrual disturbances in addition to 

*From the Sloane Hospital for Women, and the Department of Ob- 
stetrics and Gyrecology, Columbia College of Physicians and Surgeons, 
New York City. 
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tJames Hudson Brown Research Fellow, Yale University School of 
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amenorrhea and whether they constituted a coinci- 
dental finding in cases of extragenital endocrine dis- 
ease such as adrenogenital syndromes. Furthermore, 
if the answer was in the affirmative, for which type 
of case was the operation of wedge resection most 
successful ? 

Even when wedge resection was restricted to cases 
that fulfilled the criteria of Leventhal and Cohen* 
all follow-up reports showed a number of cases in 
which the operation failed to correct the menstrual 
abnormalities.“ It is tempting to speculate that, in 
at least some of these patients, the menstrual irregu- 
larities and polycystic ovaries were secondary to extra- 
genital disease that had been overlooked. Obviously, 
in these patients, wedge resection would be of no 
avail. Exhaustive endocrine studies were not done in 
most of the published cases, and without these studies 


Cushing’s or adrenogenital disease that was not se- 


vere may have remained undiagnosed. ‘The combi- 
nation of amenorrhea, hirsutism and obesity is a fea- 
ture of many endocrine syndromes. On the other 
hand it is imperative to define which syndrome is 
amenable to wedge resection and which is not. 

Forty cases of polycystic ovaries in which operation 
had been performed were collected from the files of 
the Sloane Hospital for Women, Regardless of pre- 
operative symptoms, all patients who at laparotomy 
were found to have polycystic ovaries were included 
in this study. It was obvious that this was a highly 
selected group. Most patients were admitted through 
one of the gynecologic clinics, and the incidence of 
patients with predominantly gynecologic symptoms 
was therefore higher than that in a nonselected group. 
Some patients had been seen first by other depart- 
ments, but only when disease other than polycystic 
ovaries had been excluded were they referred to the 
Department of Gynecology. 

It was thought, however, that even though the 
cases were selected in this manner, the findings were 
of sufficient clinical importance to aid somewhat in 
the clarification of this entity. 


| | 


CLINICAL DATA 
Menstrual Cycle 


Table 1 summarizes the pattern of menstruation. 
Considerable overlapping of categories was present. 
In some patients episodes of amenorrhea were oc- 
casionally interrupted by long periods of metror- 
rhagia and in others amenorrhea alternated with 
oligomenorrhea. In patients with irregular menses 
bleeding from anovulatory endometrium was the rule. 
That ovulation can occur even after long-standing 
amenorrhea, however, is shown by the fact that 1 
patient with polycystic ovaries, identified at culdo- 
scopic examination, who refused wedge resection con- 
ceived after amenorrhea for sixteen months. Further- 


Taste 1. Menstrual Cycles in 40 Patients (Relation of 
Other Complaints to Menstrual Disturbances). 


Pattern 


No. or Patients Opese 
PATIENTS WITH Parients 
IRS UTISM 
Amenorrhea 
(more than 6 mo.) 4 13 8 
Oligomenorrhea 
(less than 6 mo.) 16 12 7 
Totals 30 25 1 
Regular cycle 3 2 0 
Menometrorrhagia 7 0 0 
Totals 40 27 15 


more, in 2 patients a normal corpus luteum was found 
in the resected ovaries. 

Thirteen patients had one or more endometrial 
biopsies. In patients with amenorrhea atrophic, in- 
active proliferative or no endometrium was obtained. 
In 1 case of oligomenorrhea and in 2 of menometror- 
rhagia kyperplastic endometrium was found. No case 
with secretory endometrium was noted. 

In several patients endometrial response was tested 
with estrogens. Normal proliferation of the endo- 
metrium, followed by withdrawal bleeding, was in- 
variably seen. 


Hirsutism 


Hirsutism was found in 27 patients, an incidence 
higher than that usually reported, probably because 
of the technic of selection, Correlation of hirsutism 
with the type of menstrual cycle is shown in Table 1. 
The difference between the incidence of hirsutism in 
the group with oligomenorrhea and amenorrhea and 
in the group with menomenorrhagia is striking. In 
11 patients some enlargement of the clitoris was pres- 
ent. Acne occurred in a variable degree in 15 pa- 
tients. Three complained that their voices had be- 
come lower. None had temporal hair recession or 
atrophy of the breasts. No uniform pattern of hir- 
sutism was present, nor was there correlation between 
the degree of the hirsutism and the presence of addi- 
tional symptoms of virilism. 
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Sterility 


Sterility was an additional complaint in 14 cases, 
in 2 of which it was secondary. 


ENDOCRINE INVESTIGATION 


In an attempt to ascertain whether or not extra- 
genital endocrine disease could be detected some of 
our patients were subjected to an exhaustive investi- 
gation. For the reasons of selection discussed above, 
the chances of this kind of abnormality in our pa- 
tients should have been less than those in a true 
cross section of patients with polycystic ovaries. 

In no case could hypothyroidism or hyperthyroid- 
ism be proved. The basal metabolic rate was deter- 
mined in 25 patients, and all values were within nor- 
mal limits. In 6 uptake of radioactive iodine and 
cholesterol determinations were done as additional 
tests; again, all values were normal except that in 1 
patient the uptake of radioactive iodine was low al- 
though she was euthyroid in all other respects. No 
recent medication could account for this abnormal 
value. Thyroid therapy in a number of patients had 
been completely unsuccessful. 

In view of the high incidence of hirsutism and 
other symptoms of virilism in patients with poly- 
cystic ovaries, as well as the frequent reports in the 
literature of polycystic ovaries in association with 
Cushing’s and adrenogenital disease, special attention 
was given to adrenal function. 

Attempts to correlate the frequent finding of hir- 
sutism in patients with high levels of “androgens” 
have been generally In most 
cases reported in the literature normal values of uri- 
nary 17-ketosteroids have been found. High levels in 
some cases were mentioned by Plate,’ Rottinghuis,’ 
Du Toit® and Dorfman et ai.‘* This lack of association 
between hirsutism and the levels of 17-ketosteroids is 
not surprising. Many pathways are known through 
which ‘“‘androgens” can be metabolized without caus- 
ing significant rises in the urinary 17-ketosteroids. In 
such extreme cases of masculinization as those as- 
sociated with arrhenoblastomas and other virilizing 
ovarian tumors normal 17-ketosteroids are often found. 
This rise, however, is almost invariably present in 
hirsutism and virilism of adrenal origin. 

Total 17-ketosteroids were tested in 26 cases. In 
our laboratory, where the modified method of Hol- 
torf and Koch is used, normal values range between 
5 and 15 mg. per twenty-four hours. In 23 cases the 
values were within normal limits. There was no dif- 
ference in the total 17-ketosteroids excretion between 
patients with and those without hirsutism. In 3 cases, 
however, values were repeatedly above the normal 
limits. Brief abstracts of these cases are as follows: 


Case 1. J. S., a 22-year-old woman whose menarche 
began at the age of 12, at first had irregular menses but had 
had regular cycles for 1 year. Increased hair growth began 
at the age of 16, with no obesity; 17-ketosteroids were be- 
tween 17 and 22 mg. per 24 hours, At laparotomy bilateral 
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polycystic ovaries and full-blown corpus luteum were found, 
and wedge resection was done. On follow-up examination the 
menses were regular, but the hirsutism was unchanged; preg- 
nancy occurred 1 year later. 


Case 2. In A. T., a 20-year-old girl, normal menstrua- 
tion began at the age of 14, lasting till age 18, when periods 
became irregular, with episodes of amenorrhea lasting as long 
as 6 months. Hirsutism was first noticed at the age of 15, 
but a sudden increase occurred at 18. The clitoris was 
normal, and no other signs of virilism were noted. The 
patient also complained of acne. The serum cholesterol, 
basal metabolic rate, x-ray films of the skull and adrenal 
aerograms were normal; 17-ketosteroids were 19.2 mg. per 
24 hours or over on several occasions. 


Wedge resection was done in 1944. A follow-up study 10 
years later showed the hirsutism to be unchanged, the 17- 
ketosteroid excretion still above normal and menstruation 
occurring irregularly about every 6 or 7 weeks. Since the 
patient was single an endometrial biopsy was not obtained, 
nor did the problem of sterility present itself. 


Case 3. In H. F., a 30-year-old woman, the menarche 
had occurred at 11 years of age and was regular till the age 
of 18. At this time the patient skipped a period and since 
then had had periods every 3 or 4 months. Hirsutism was 
noticed at the age of 20. 


When seen in 1952 she had had amenorrhea for 1 year, 
with extensive hirsutism. At laparotomy polycystic ovaries 
were found and resected. Bleeding appeared 1 month later 
and was anovulatory. At this time further investigation re- 
vealed a normal sella turcica, but slight osteoporosis on x-ray 
study. The blood pressure was 150/90, but glucose tolerance 
was normal and, although fairly obese, the patient had no 
striae. 

Three 17-ketosteroid determinations were 22, 26 and 24 
mg. per 24 hours,—a consistently high result,—and the 11- 
oxysteroid determinations were also slightly elevated. An 
adrenal aerogram was normal. Although incipient Cushing’s 
disease was considered, it was thought that not enough data 
were present for us to make this diagnosis (the slight eleva- 
tion in 1l-oxysteroids is often seen in patients with high 
17-ketosteroids and was probably not significant). 

The next period began 7 weeks later and was again 
anovulatory. Cortisone was administered for reasons de- 
scribed below, and the level of 17-ketosteroids dropped to 
7 and 8 mg. per 24 hours. During the 2 months on this 
therapy the patient had 2 ovulatory menses at 4-week inter- 
vals. On withdrawal of therzpy anovulation reappeared, and 
the interval between the periods increased. 

Although these patients had enlarged, polycystic ovaries 
follow-up studies indicated that wedge resection was of 
no particular help to them. To be sure, Case 1 became 
pregnant a year after operation, but she actually had a 
corpus luteum present at the time of operation and so 
was ovulating and presumably could have become pregnant 
before operation occurred. The evidence deduced from 
these 3 patients confirms the impression that consistently 
high 17-ketosteroids levels should lead one to suspect the 
adrenal gland rather than the ovary as the offending organ 
even though the ovary is polycystic. 

It is well known that the value given for total 17-keto- 
steroids is a composite one, being the sum of the concen- 
trations of the different 17-ketosteroids present in the urine, 
Some of these 17-ketosteroids are neither androgens nor 
metabolites of androgens. 


It has been speculated that in the so-called Stein— 
Leventhal syndrome, although the value of the total 
17-ketosteroids remains within normal limits, the “an- 
drogenic fraction” of the complex may be elevated or 
abnormal 17-ketosteroids may be present. Separation 
of the different steroids present in the 17-ketosteroid- 
complex is possible by chromatographic technics. Us- 
ing column chromatography, Holmer,'* Plate,’ Du 
Toit® and Rottinghuis’ could not find a consistent 
pattern in patients with polycystic ovaries. However, 
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the technic of these authors did not actually identify 
these steroids, but merely postulated their presence by 
their position in the chromatogram. 

By means of column chromatography, with subse- 
quent identification of the isolated steroids by infra- 
red analysis, fractionation of the 17-ketosteroid com- 
plex was done in 7 patients with polycystic ovaries. 
Normal values were found in all but 1, who showed 
an abnormally high percentage of dehydroisoandros- 
terone. Increased excretion of this steroid is con- 
sidered to be a sign of adrenal hyperactivity. In 3 
patients chromatograms were taken before and after 
a successful wedge resection, and no change in the 
chromatograms was observed. 


Cortisone Test 


Wilkins et al.,’° Bartter et al."° and Jailer et 
have demonstrated that the administration of corti- 
sone to patients with adrenal hyperplasia results in 
a fall of the urinary 17-ketosteroids from a charac- 
teristically high level to values that are approximately 
normal for the sex and age of the patient. In the 
postpubertal female this is accompanied by the on- 
set of a normal menstrual cycle. This decrease in 17- 
ketosteroids is due to the inhibitory effect of corti- 
sone on ACTH production by the pituitary gland, 
resulting in “a hormonal adrenalectomy” and the dis- 
appearance of the abnormal adrenal secretion by lack 
of ACTH stimulation. A similar drop of the elevated 
17-ketosteroids to normal levels on cortisone therapy 
has been shown by Jones et al.,’* Greenblatt’? and 
Van de Wiele, Jailer and Gold*® in patients with 
“hirsutism” associated with elevated 17-ketosteroids. 
In these patients with irregular menses a normal men- 
strual cycle reappeared. It seems logical to assume 
that if the amenorrhea and the polycystic ovaries in 
the Stein-Leventhal syndrome are secondary to ad- 
renal hyperactivity, a similar response to cortisone 
therapy should be seen. Therefore, 50 mg. of corti- 
sone a day for thirty days was given to 3 patients with 
polycystic ovaries; all 3 were hirsute and had _ per- 
sistent anovulation as proved by repeated endometrial 
biopsies. Steroidal studies, including total 17-keto- 
steroids, chromatographic separation of the 17-keto- 
steroids, pregnanediol and total corticoids, were done 
before medication and found to be negative. On this 
therapy no change in the clinical picture was ob- 
served, The basal-body-temperature chart remained 
flat, and endometrial biopsies showed no change in 
comparison with the picture before treatment. It was 
therefore assumed that the symptoms were not due 
to adrenal pathology. All 3 were subjected to wedge 
resection, and normal ovulatory menses occurred post- 
operatively, 


Pituitary Gland 


It has been postulated by some authors’*** that 
hyperactivity of the pituitary gland is a cause of poly- 
cystic ovaries. Injection of chorionic gonadotrophins 
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in guinea pigs produces ovarian changes similar to 
those seen in the human polycystic ovary.** This is 
accompanied by unmistakable signs of virilization, an 
effect that is mediated through the ovary since it dis- 
appears when the animal has been castrated before 
the injection. However, it should be stressed that 
these ovarian changes, as well as the virilization, can 
be produced by transplantation of the ovaries,’ sub- 
total castration®® and irradiation of the ovaries,®** as 
well as by injection of chorionic gonadotrophins. 

Determinations of follicle-stimulating hormone in 
patients with polycystic ovaries have been done by 
Ingersoll and McDermott,® Plate,’ Du Toit? and 
Rottinghuis.’? Although normal values were found in 
the majority of patients, in some the hormone was 
not present in measurable amounts. Six of our pa- 
tients were tested for excessive amounts, and values 
were normal. No satisfactory method for measure- 
ment of luteinizing hormone has been developed, so 
that tests for this gonadotrophin could not be done. 

X-ray examination of the skull in 22 patients failed 
to show any abnormalities of the sella turcica. In 2 
patients, however, hyperostosis frontalis was present. 
We do not know the significance of this finding. 


RESULTS 


Wedge resection was done on 40 patients, 27 of 
whom were hirsute. 


Influence on Hirsutism 


Follow-up reports for this symptom were obtained 
in 25 of the 27 patients who were hirsute. In only | 
did the abnormal hair distribution revert to a normal 
pattern, In 4 the rate of hair growth increased after 


operation. In the remainder the hair distribution 


was static, 


Changes in Menstrual Cycle 


The effect of wedge resection on the menstrual 
cycle could be evaluated in only 28 patients. The 
others were excluded either because they had normal 
menses before wedge resection or because the follow- 
up period was too short or incomplete. The following 
postoperative results apply to patients who had irregu- 
lar menses preoperatively: 


Four patients conceived soon after the wedge 
resection. However, only 14 cases included in this 
study were sterility problems, In addition, in 2 of 
these, male-sterility factors were present. 

Sixteen patients had normal cycles postopera- 
tively as determined by basal body temperature or 
premenstrual biopsy. 

Four patients had normal cycles after operation, 
but on repeated biopsies occasional anovulation 
was seen. 

In 4 patients wedge resection completely failed 
to correct the menstrual irregularities. Three of 
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these had amenorrhea preoperatively. The fourth 
had menometrorrhagia. 


It can be said, therefore, that of 28 patients, 20 
were cured, 4 improved and 4 unaffected. 


DISCUSSION 


From the data presented we believe that a number 
of conclusions are warranted. It is apparent that the 
syndrome under discussion, presenting symptoms of 
menstrual abnormality, usually amenorrhea, frequent 
hirsutism, usually with obesity and the physical find- 
ing of enlarged polycystic ovaries, is probably due to 
some complex and as yet not understood dysfunction 
of the pituitary-adrenal-ovarian axis. No type of 
therapy seems to result in a disappearance of the hir- 
sutism — at least not for long. However, the men- 
strual disturbances, anovulation and sterility are cured 
by wedge resection in a high percentage of cases in 
which the ovary seems to be the main offender whereas 
it is a failure when the main source of physiologic 
misbehavior is apparently the adrenal gland. 

In answer to the questions posed in the first part 
of this paper, then, a review of these 40 cases dis- 
closes that any type of menstrual disturbance may 
occur in the presence of polycystic ovaries (but usu- 
ally the menstrual symptom is amenorrhea) and that 
polycystic ovaries are present even when the pre- 
dominantly abnormal function is of the adrenal gland. 

What criteria are available, then, for determining 
whether or not wedge resection will be of value or of 
determining which case is predominantly ovarian and 
which is predominantly adrenal in etiology? 

Although the determination of specific 17-ketoste- 
roid excretion is still technically difficult and is being 
subjected to further critical investigation the finding 
of consistently high excretion levels of these steroids 
in these patients immediately places suspicion on the 
adrenal gland as the offending organ in the com- 
plex linkage. Confirmatory evidence of this impres- 
sion is noted if endometrial biopsy and basal body tem- 
perature indicate occasional ovulation in patients with 
infrequent periods. 

What has proved to be a further valuable diag- 
nostic aid is the “cortisone test.” When adrenal de- 
pression is produced by cortisone and the amenorrheic 
patient resumes menstruation and ovulation during 
the period of administration of this hormone, it seems 
reasonable to assume that abnormal adrenal physiol- 
ogy is playing a predominant role in the patient's 
difficulty. 


CONCLUSIONS 


When 17-ketosteroids are within normal limits, 
when the patient is consistently anovulatory (even 
though she may be bleeding irregularly) and when 
adrenal depression with cortisone does not result in 
ovulation and regular menstruation wedge resection 
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will probably cure the patient’s menstrual abnormal- 
ities and sterility. 

In patients whose chief complaint is hirsutism 
little hope can be given that wedge resection will im- 
prove this symptom. However, it may be worth while 
to perform the operation at the first sign of hirsutism 
when it is indicated, in the hope of arresting hair 
growth, 

It is our impression that the Stein-Leventhal syn- 
drome is a symptom complex whose true etiology is 
not as yet known but that the unknown motivating 
dysfunction may affect either the adrenal gland or the 
ovary or both. It is also thought that, if cases are ap- 
propriately selected, cure of menstrual dysfunction but 
not of hirsutism can be effected in a high percentage 
of patients. 
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proved to have 


stenosis but at operation or autopsy 
other lesions leads us to report the following cases. 


CASE REPORTS 


Case 1, (J.H.H. 647000), a 44-year-old housewife, 
was poet os the hospital on July 27, 1953, because of 
intractable ascites. The family history was significant in that 
a sister was described as having “swelling” similar to that of 
the patient. The past history was noncontributory, except as 
described below. There was no history of rheumatic fever. 

Fifteen years previously the patient’s only living child was 
delivered, after which she had persistent weakness. Seven or 
eight years later she began to have a “choking sensation,” 
with nervousness. She experienced substernal pain with 
exertion on one occasion four and a half years before admis- 
sion and, 3 weeks after this, cough, fever and pain in the 
right anterior aspect of the chest diagnosed as pneumonia 
and treated with penicillin, After approximately 1 week 
edema of the legs followed by abdominal swelling developed. 
The cough, which was nonproductive, persisted for 3 years 
and then disappeared spontaneously. The edema and ab- 
dominal swelling gradually increased, and for this reason 
therapy with mercurial diuretics was begun. Initially, these 
elicited diuresis, but refractoriness developed. The swelling 
did not totally clear with this regimen. From the onset 
orthopnea persisted. Beginning 2 years before admission and 
continuing until admission, frequent abdominal paracentesis 
had been necessary. Various therapeutic efforts, including 
full doses of digitalis, were undertaken, always without 
benefit. A liver biopsy, performed elsewhere during the year 
before admission, was said to have shown “early portal cir- 
rhosis.” 
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Physical examination showed an emaciated, chronically ill 
woman in no acute distress. The skin was pale and dry, and 
there was a scaling, erythematous eruption over both lower 
legs. The mucous membranes were pale. There was marked 
distention of the neck veins. Both leaves of the diaphragm 
were high, and there were scattered dry rales in the right- 
lower-lung field posteriorly. The heart was enlarged in all 
diameters, with the borders of dullness extending to the 
anterior axillary line in the 5th interspace on the left and 


3 cm, lateral to the right sternal border in the 2d and 3d 
spaces on the right. There was a prominent precordial 
bulge. No thrill was palpable. The mitral Ist sound was not 


accentuated, although apical sounds were distant (after 
diuresis the mitral Ist sound became distinctly louder than it 
had been on admission). At the apex there was a faint, 
blowing systolic murmur and a rumbling, mid-diastolic mur- 
mur heard best with the patient in the left lateral decubitus 
or upright position. (This murmur was noted to disappear 
at times, although it did not appear to be influenced by posi- 
tion.) There was a protodiastolic gallop. The pulmonic 2d 
sound wag loud and split. The abdomen was distended with 
ascites. The liver edge, which extended 5 fingerbreadths 
below the right costal margin, was firm and nontender. The 
tip of the spleen was palpable. There was a metal Cooney 
button in the right lower quadrant subcutaneously and a 
large ventral hernia. There was pitting edema extending to 
the midlumbar portion of the spine. There was no cyanosis 
or clubbing. 

The temperature was 97.6°F., the pulse 88, and the respi- 
rations 20. The blood pressure was 116/78. 

Examination of the blood revealed a hematocrit of 39 per 
cent, with a corrected sedimentation rate of 7 mm. in | hour 
(Wintrobe method), and a white-cell count of 5000, with a 
normal differential. Serologic tests for syphilis were negative. 
Urinalysis demonstrated a trace of albumin but was other- 
On admission the nonprotein nitrogen was 37 
100 cc., with 4.0 gem. of 
The carbon dioxide was 


wise normal. 
mg., and the protein 6.3 gm. per 
albumin and 2.3 em. of globulin. 
31.8 milliequiv., chloride 93.4 milliequiv., and sodium 125 
milliequiv., and potassium 4.5 milliequiv. per liter. Liver- 
function tests were negative except for an alkaline phos- 
phatase of 12.5 Bodansky units. 

Venous pressure in the left antecubital fossa was equiv- 
alent to 310 mm. of glucose. An electrocardiogram showed 
right-axis deviation, with strain of the right ventricle. A 
ballistocardiogram was grossly abnormal. X-ray study of the 
chest disclosed considerable cardiomegaly, including the pul- 
monary artery, left atrium and both ventricles. There were 
bilateral pleural effusions. Fluoroscopic and roentgenokymo- 
graphic examinations revealed limited pulsation of the heart 
borders. 

Cardiac catheterization was performed by Dr. Henry T. 
Bahnson. The pressure in the main pulmonary artery was 
91/34 mm. of mercury, with a similar elevation of pressure 
in the right ventricle. The pressure in the right atrium was 
16/8 mm. of mercury. There was no evidence of intra- 
cardiac shunt. The cardiac index was 2.8 liters. 

On admission the patient was kept at bed rest and on a 
high-calorie, low-salt diet. She was digitalized with leaf digi- 
talis, and maximal diuresis with ammonium chloride and 
mercaptomerin was accomplished. An abdominal paracen- 
tesis was performed, with removal of 6600 cc. of transudate. 
The weight fell a total of 6 pounds with diuresis after the 
paracentesis, but ascites and edema persisted. After what was 
considered maximal preparation an exploratory operation 
was performed by Dr. Bahnson under thiopental and ether 
anesthesia. (The preoperative diagnosis was “probable 
mitral stenosis.”) The left atrium and left pulmonary vein 
did not appear to be enlarged. The operator’s finger was 
inserted into the atrium, and a golf-ball-sized tumor could 
be felt, attached to the interatrial septum. The pedicle 
seemed small, and with evaluative manipulation the tumor 
was dislodged from its base. An attempt was made to deliver 
the tumor into the pulmonary vein, but it escaped, and when 
efforts were made to trap it in the ventricle it was fractured, 
with a large portion embolizing into the aorta, and a smaller 
portion recovered. The heart action weakened and, in spite 
of stimulants and use of the electric defibrillator, could not 
be restored to normal. The portion of the tumor removed at 
operation had the gross appearance of myxoma, micro- 
scopical sections of which showed well encapsulated, loose, 


NEW ENGLAND JOURNAL OF MEDICINE 


1954 


Aug. 19, 


myxomatous stroma, in which there were small and large 
capillary spaces. 

Autopsy revealed a heart weighing 390 gm. The right 
atrium and ventricle were hypertrophied i dilated, and 
the left ventricle atrophic. The valves were normal. There 
be an ovoid patch of roughening on the wall of the left 

al septum (1.5 by 2.0 cm.) that may have represented 
ee site of attachment of the myxoma, but no remaining 
tumor could be identified (a large fragment of myxomatous 
tissue had lodged as an embolus in the arch of the aorta). 
Gross and microscopical study of the remaining organs 
showed chronic passive congestion, and there was severe pul- 
monary arteriosclerosis. 


This patient presented evidence of obstruction of 
flow into the left ventricle, with resultant congestion 
of the lesser circulation, and right-sided heart failure. 
Physical findings were compatible with mitral stenosis, 
but the absence of a history of rheumatic fever, the 
changing murmur and the failure to respond ade- 
quately to digitalis should have led to suspicion of 
intracardiac tumor. At operation the myxoma was 
completely removed from the left atrium, and if the 
fragments had been successfully delivered and embo- 
lism prevented, a surgical cure could have resulted. 


Case 2. L. P. (J.H.H. 609628), a 19-year-old girl, was 
referred to the hospital for evaluation for cardiac surgery 
in June, 1952. The family and past histories were noncon- 
tributory. There was no history of rheumatic fever. The 
present illness had apparently begun when a heart murmur 
was first discovered on routine examination at the age of 
10. The patient believed that she had had mild exertional 
dyspnea al] her life. Three months before admission she 
experienced a small hemoptysis; 2 months later she noted 
recurrent small hemoptyses over a 4-day period. 

Physical examination disclosed a well developed and well 
nourished girl in no acute distress. There was no clubbing 
or cyanosis. The lung fields were clear. The heart was en- 
larged, with the point of maximal impulse 1.5 cm. lateral 
to the midclavicular line in the 5th interspace. No thrill 
was felt. The mitral Ist sound was loud, and the pulmonic 
2d sound accentuated and split. At the apex there was a 
clear, low-pitched, mid-diastolic murmur. Physical exami- 
nation was otherwise unrevealing. 

The temperature was 99°F., the pulse 96, and the res- 
pirations 16. ‘he blood pressure was 95/60. 

Routine laboratory studies of cytologic and chemical con- 
stituents of the blood were normal. Urinalysis showed no 
abnormality. An electrocardiogram revealed changes com- 
patible with strain of the right and left ventricles, with 
broad, notched P waves. Radiographic and _ fluoroscopic 
examinations of the heart demonstrated considerable en- 
largement of the left atrium, with enlargement as well of 
the pulmonary artery and right side of the heart. These 
were interpreted by the fluoroscopist as compatible with 
disease of the mitral valve (and congestive changes in the 
lungs). 

Cardiac catheterization was performed by Dr. Bahnson. 
Pressure in the pulmonary artery was 48/22 mm. of mer- 
cury. The cardiac index was 2.12 liters. No evidence of a 
shunt was identified. Pulmonary vascular resistance on 
breathing of room air was 9.45 mm. of mercury per liter per 
square meter, and on breathing of 40 per cent oxygen was 
8.67 mm. 

After completion of these studies the patient was dis- 
charged to return for commissurotomy. It was the clinical 
impression of all observers that she probably had mitral ste- 
nosis. She returned in October, without having experi- 
enced any additional symptoms. Examination revealed only 
2 changes of note: a late systolic apical “scratch” and fine 
bilateral basilar rales. 

On October 6 anterior thoracotomy was performed on the 
left by Dr. Alfred Blalock under thiopental, curare and 
ether anesthesia. After the left atrium was entered he ob- 
served that the mitral valve differed from that in the usual 
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case of mitral stenosis and made the following operative 
note: 


There was no evidence of mitral regurgitation. I had 
difficulty in locating the mitral orifice. In the first place 
the jeft atrium was tremendous; with my finger intro- 
duced to the fullest extent I could not feel the septum. I 
finally located a small mitral orifice. It was located imme- 
diately adjacent to the lateral part of the left-ventricle 
wall and was somewhat further posterior than usual. I got 
the impression that the aortic mitral leaflet was quite 
large and that the posterior leaflet was quite small. The 
valve cusps were so soft that it was difficult to tell exact- 
ly what I was palpating. At any rate, I could feel a 
small orifice, which was about 8 mm. in diameter. This 
was dilated, and the posteromedial commissure was torn. 
This was accomplished very easily, for there was little 
thickening of the structures. I also dilated and I think 
partially tore the anterolateral commissure. At any rate 
the orifice was increased considerably, to probably 4 or 5 
times its original size. I had the impression that the in- 
flow tract was smaller than normal. When my index finger 
was thrust down into the ventricle it seemed to occupy 
the greater part of the cavity. 

I think this valve was different from any on which we 
have operated, and I wonder if this lesion might not be a 
congenital one. There was certainly very little thicken- 
ing of the valve cusps, and I have not had a previous case 
in which it was so difficult to find the mitral orifice. 


The postoperative course was complicated by the appear- 
ance of gradually increasing heart failure. By the 5th day 
the venous pressure had risen to 138 mm. of water, and the 
circulation time to 40 seconds. Increasing basilar rales 
and, later, bilateral pleural effusion developed. The patient 
was placed on sodium restriction and diuretics (digitaliza- 
tion had been accomplished before operation), and thora- 
centeses were performed. Her condition seemed to improve 
temporarily, but she died suddenly on the 12th postopera- 
tive day. 

The final clinical impression, in view of the operative 
findings, was obstruction to the outflow and inflow tracts of 
the left ventricle with possible congenital mitral stenosis. 

Autopsy revealed a heart weighing 410 gm. Both atria 
were enlarged; the right ventricle was dilated and hypertro- 
phied. The tricuspid ring was dilated, and the pulmonary 
artery thickened. The mitral ring and valve were delicate. 
There was a tear in the septal wall on the left at the site of 
the anterior papillary muscle. There was a thin muscle 
bundle traversing the outflow tract of the !eft ventricle, at- 
tached to the base of the anterior papillary muscle and the 
septum beneath the aortic valve. At the base of the left 
ventricle there was a cylindrical bundle of muscle extending 
from the aortic cusps of the mitral valve along the anterior 
wall of the ventricle to the septum; there was thinning of 
the wall of the ventricle at the apex below this bundle. The 
ventricular septum was hypertrophied. The lungs were con- 
gested, with diffuse interstitial scarring, and there was pas- 
sive congestion of the liver. Microscopical examination of 
the myocardium showed widespread focal scarring, with 
ear hypertrophy of the remaining muscle bun- 

€s. 


The history and physical examination in this case 
presented features that were entirely consistent with 
rheumatic mitral stenosis. At operation and at au- 
topsy it was apparent that a congenital anomaly of the 
myocardium of the left ventricle was producing ef- 
fective stenosis of the ventricle that could not have 
been surgically corrected. 

In retrospect the absence of history of rheumatic 
fever, the presence of an unexplained systolic “scratch” 
unlike that heard in mitral insufficiency and the elec- 
trocardiographic pattern of strain of the right and 
left ventricles might have caused the diagnosis to be 
suspected. 
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jase 3. J. B. (J.H.H. 664434), a 26-year-old truck 
driver, was admitted to the hospital on February 12, 1954, 
complaining of shortness of breath. The family and past 
histories were noncontributory. The patient had not been 
cyanotic at birth, and growth and development had been 
normal. He led an active, vigorous life in his first 17 years. 
There was no history of rheumatic fever. At the age of 17 
he was rejected by the Army and Merchant Marine because 
of a heart murmur. During his 18th year he began to ex- 
perience recurrent episodes of exertional dyspnea and par- 
oxysmal cough, often with hemoptysis. At the age of 20 the 
dyspnea and hemoptysis became worse, requiring hospitaliza- 
tion in another institution, where he was placed in oxygen 
for 1 week. Orthopnea had become manifest at this stage, 
and at this time digitalization was first accomplished. e 
improved but continued to be somewhat dyspneic, At the 
age of 22 a prolonged episode of hemoptysis occurred, re- 
quiring 6 transfusions. Subsequently, the dyspnea, orthop- 
nea and, in addition, intermittent nausea and vomiting per- 
sisted, although he continued to work as a truck driver. 
One month before admission he experienced abrupt dyspnea, 
orthopnea and cyanosis and for the first time noted ankle 
edema. Because these symptoms and signs failed to re- 
spond to diuretic therapy he was referred to the hospital. 


Physical examination showed an acutely and chronically 
ill man in moderately severe respiratory distress who ap- 
peared younger than his stated age. The nail beds and mu- 
cous membranes were moderately cyanotic, and the neck 
veins distended. There was limitation of excursion of the 
left lower part of the thorax, and there were moist rales at 
both bases. The precordium was active. The int of 
maximal impulse was in the 5th interspace, 13 cm. from the 
left sternal border, and there was definite enlargement to 
the right as well. There was an apical systolic thrill. Aus- 
cultation revealed distinct accentuation of the mitral Ist 
sound, and at the apex there was a harsh, Grade 2 to 3, 
high-pitched systolic murmur. In addition there was a 
rumbling mid-diastolic apical murmur, with presystolic ac- 
centuation, heard best in the left lateral decubitus position. 
In the 3d and 4th interspaces, in the midprecordium, there 
was a 3d heart sound, interpreted by some observers as 
a protodiastolic gallop. In the same area a Grade 1, blow- 
ing systolic murmur was heard. The pulmonic 2d sound was 
loud and split. The liver edge was felt 7 cm. below the 
right costal margin. There was ++ bilateral pitting edema 
of the ankles. 


The temperature was 98.8°F., the pulse 96, and the respi- 
rations 28. The blood pressure was 120/85. 


Laboratory studies were not especially enlightening. The 
hematocrit was 49 per cent. The corrected sedimentation 
rate was 30 mm, per hour (Wintrobe method). The white- 
cell count was 5500, with a normal differential. Serologic 
tests for syphilis were negative, as were blood chemical 
studies except for a sodium of 131 milliequiv. per liter and a 
bilirubin of 1.5 mg. and a total serum protein of 7.2 gm. per 
100 cc., with an albumin of 3.9 gm. and a globulin of 3.3 gm. 
Urinalysis showed a +++ test for albumin, with rare red 
cells and granular casts in the sediment. 


An electrocardiogram showed strain of the right ventricle 
and digitalis effect. X-ray study of the chest revealed a 
markedly enlarged cardiac contour, in all diameters, with a 
prominent pulmonary conus. The cardiac margins were 
obscured by diffuse haziness, and the pulmonary vascular 
markings were increased, radiating from both hili. There 
was free fluid at both bases and in the fissures. Fluoroscopic 
examination was unsatisfactory because of the pulmonary 
congestion, 


On admission the patient was placed on bed rest and a 
liquid diet containing 1.0 gm. of salt. Digitalis was adminis- 
tered in 0.2-gm. daily dosage, and mercaptomerin was given 
on several occasions. During his hospital stay of 4 days the 
liver seemed to decrease in size, but dyspnea, cyanosis and 
weakness increased. He was placed in oxygen, and a phle- 
botomy was performed, without relief. The pulse ranged 
from 90 to 110, and the temperature on 2 occasions spiked 
to 99.4 and 100°F. On the terminal hospital day atrial 
fibrillation developed. Intractable pulmonary edema _ per- 
sisted, and he died on February 16. 
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The final clinical diagnosis was rheumatic heart disease, 
with mitral stenosis and insufficiency. 

Autopsy revealed extensive fibrous pleural adhesions, in- 
volving the parictal pericardium. There was 200 cc. of 
bloody pericardial fluid. The heart weighed 450 gm., and 
showed striking enlargement of the right atrium and ven- 
tricle. The left atrium and ventricle were normal, as were 
all the valves. There was dense tissue about the pulmonary 
veins, with marked constriction of all of these at the points 
of entrance into the left atrium (the orifice of the right 
superior vein was 2 mm., that of the right inferior vein 4 
mm., that of the left superior vein 3 mm., and that of the 
left inferior vein 2 mm. in diameter). There was severe 
pulmonary arteriosclerosis; and the lungs were fibrous and 
granular. Microscopical sections of the dense mediastinal 
tissue demonstrated thick collagenous structure, with foci of 
degeneration and others of round-cell infiltration. 


This patient gave a bizarre history of recurrent 
dyspnea, hemoptysis and sudden changes of clinical 
status, complicated by the appearance of severe cy- 
anosis. The physical findings were compatible with 
mitral stenosis. 

At autopsy it was found that the pulmonary veins 
were greatly constricted by a chronic collagenous 
process, which in effect created inflow obstruction into 
the left atrium. The exact cause of the murmurs is 
not clear, but they could have been on the basis of 
dilatation of the valve rings. If carefully performed 
x-ray study had been possible before death (especially 
if kymographic studies had been done and the left 
atrium could have been adequately visualized) this 
would probably not have been thought to be mitral 
stenosis. 


DISCUSSION 


The diagnosis of mitral stenosis in most cases is 
relatively simple. It is well recognized that other dis- 
orders have certain clinical features in common with 
rheumatic disease of the mitral valve, but most of 
these entities can be recognized by careful clinical 
evaluation if alternative conditions are considered. 
However, in some cases, fortunately rather rare, the 
differentiation of mitral stenosis from other pathologic 
processes is not readily made and, in fact, can be ex- 
ceedingly difficult. 

In 1934 Waring and Black’ discussed certain clini- 
cal features common to any process, including mitral 
stenosis, that obstructed the lesser circulation. The 
clinical findings proposed as comprising the “syn- 
drome of obstruction in the lesser circulation” were 
cyanosis, dyspnea, polycythemia and hypertrophy of 
the right ventricle. 

In 1935 Wyckoff and Bunim* emphasized the diffi- 
culty of differentiating certain varieties of lesser-cir- 
culation obstruction from mitral stenosis in some pa- 
tients. They reported cases of primary pulmonary 
atherosclerosis, pulmonary schistosomiasis and chorion- 
epithelioma that masqueraded clinically as rheumatic 
obstruction of the mitral valve. 


In contrast Levine and Love* recently encouraged 
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the recognition of mitral stenosis in the absence of 
murmurs. These authors described 19 cases of mitral 
stenosis in which, at one time or another, no diastolic 
murmur could be detected, and they estimated that 
this was true of 5 to 10 per cent of all cases of mitral 
stenosis. It was suggested that calcification of the 
mitral valve and “mitral” P waves in the electrocar- 
diogram should be especially helpful in questionable 
cases, 

Of the entities that clinically simulate mitral ste- 
nosis, intracardiac tumor, especially myxoma of the left 
atrium, can be most confusing. Physiologically, blood 
flow into the left ventricle is obstructed, leading to 
pulmonary hypertension and all the anatomic and 
physiologic alterations caused by true mitral stenosis. 
Auscultatory manifestations may be similar, as in Case 
1 and as others have reported.4* 


The presence of tumor should be suspected when 
the murmur is inconstant or variable, when digitalis is 
ineffective early in the clinical course, in the absence 
of a history of rheumatic fever, by the appearance of 
rapidly progressive and severe decompensation, by the 
presence of severe dyspnea and precordial pain in 
episodes, by variations of murmur or clinical status 
with change of position or by any “atypical” features. 
Unfortunately, any one or all of these may be present 
in cases of clear-cut mitral stenosis, and the differen- 
tiation is not always possible. We have found angio- 
cardiography helpful in demonstrating other intra- 
cardiac tumors. 


In Case 1 the myxoma was successfully extirpated, 
and if embolism had not occurred the patient might 
have been “cured.” This has suggested that in any 
patient with mitral stenosis in whom doubt exists, and 
perhaps in all subjected to commissurotomy, surgical 
means to extirpate a tumor should be available. 


In Case 2 a myocardial anomaly functionally ste- 
nosed the outflow tract of the left ventricle; this must 
be a most unusual condition, and it was unprecedented 
in our experience. It seems doubtful if a correct diag- 
nosis could have been made ante mortem—the nature 
of the alteration was not clear even at cardiotomy. This 
case was unlike congenital mitral atresia, in which 
there are usually a diminutive left ventricle, often over- 
riding of the aorta, defects of the interatrial and inter- 
ventricular septums, a patent ductus arteriosus and 
cyanosis.”* It is doubtful if the usual case of con- 
genital atresia would be mistaken clinically for rheu- 
matic mitral stenosis but the question whether true 
valvular stenosis without other congenital defects can 
occur, or whether fetal endocarditis exists, is beyond 
the scope of this communication. 

Case 3, in which constricting collagenous medias- 
tinal thickening obstructed the pulmonary venous re- 
turn to the left atrium, in many respects simulated 
mitral stenosis. A similar case, in which exploration 
was carried out by Dr. Alfred Blalock for possible 
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mitral stenosis,* as well as other cases of this unusual 
entity, is being reported in detail by Shulman and 
Harvey.’ It is probable that, as in similar cases, ade- 
quate x-ray study would have diminished the clinical 
likelihood of mitral stenosis. The problem is similar 
to that of constrictive pericarditis, which, since mitral 
systolic and diastolic murmurs are not uncommon, has 
been often confused with rheumatic disease of the 
valve. Cardiac catheterization and kymographic study 
should allow adequate differentiation of these cases 
from true mitral stenosis, but cases in which constric- 
tive pericarditis and mitral stenosis are thought to co- 
exist will continue to be problems. 

Many other pathologic conditions create ausculta- 
tory manifestations that in some ways simulate mitral 
stenosis. Congenital deformities of the heart are es- 
pecially prone to the development of apical diastolic 
murmurs. The condition in which confusion is most 
likely to exist is defect of the atrial septum, which is 
sometimes present in association with a mitral diastolic 
murmur’? and may be mistaken for Lutembacher’s 
syndrome in the absence of organic mitral-valve de- 
formity.'* Patent ductus arteriosus, pure pulmonic 
stenosis, Eisenmenger’s complex, coarctation of the 
aorta and defect of the ventricular septum have all 
been described as being accompanied, in some cases, 
by apical diastolic 

Dilatation of the left ventricle can alter intracardiac 
dynamics in such a manner as to create relative mitral 
stenosis and thus to produce apical diastolic murmurs. 
This occurs in rheumatic carditis’* and can lead to 
misinterpretation as structural mitral-valve disease. 
Anemia of any variety can cause relative ventricular 
dilatation and torrential flow, and mimic mitral 
stenosis on this basis; this is particularly true in sickle- 
cell anemia, which may readily lead to mistaken in- 
terpretation in view of the associated history of poly- 
arthralgia that is commonly given in this condition."* 
Other causes of dilatation of the ventricle such as 
heart failure and a wide variety of organic heart 
lesions, including hypertension,’ have been noted to 
produce apical diastolic murmurs. In pure mitral 
stenosis the left ventricle is not enlarged. 

Any disorder of the lesser circulation may create 
physiologic alterations that are in some ways analo- 
gous to mitral stenosis. Apical diastolic murmurs may 
be audible in such cases,'? but the clinical differen- 
tiation is usually not difficult. The problem of establish- 
ing the diagnosis of organic mitral stenosis in the pres- 
ence of aortic insufficiency (Austin Flint'*) is well 
known and need not be repeated here. It is common 
knowledge that the murmur of aortic insufficiency 

#§, V. ens 600747) was a 42-year-old housewife, with a history of 
longed mitral Ist sound, a short systolic apical murmur, but no murmur 


in diastole. X-ray study showed —— of the right atrium and 
ventricle and a mediastinal mass, which was thought possibly to be an 


enlarged pulmonary artery. An electrocardiogram was consistent with 
strain of the right ventricle. The pulmonary-artery pressure was 82/45 
and the pulmonary ‘“‘capillary” pressure 35 mm. of mercury (determined 
by Dr. Lewis Dexter). Examiners from Boston and Baltimore thought 
that mitral stenosis could not be excluded, and for that reason explora- 
tion was performed, At operation and autopsy extensive mediastinal and 
pulmonary collagenosis, with a normal mitral valve, was found. 
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itself may be transmitted to the apex. Verrucous en- 
docarditis in disseminated lupus erythematosus seldom 
leads to the clinical diagnosis of rheumatic mitral 
stenosis, although it is often interpreted as mitral in- 
sufficiency. Pectus excavatum and other thoracic- 
cage deformities may be associated with various heart 
murmurs, including some heard at the apex in diastole. 

A final word regarding the mistaken diagnosis of 
mitral stenosis in totally normal hearts is warranted. 
Alimurung, Rappaport and Sprague have demon- 
strated phonocardiographically that some persons with 
structurally normal valves and without other features 
known to cause mitral diastolic murmurs may have 
alterations of the apical first sound simulating the 
presystolic murmur of mitral stenosis.'’ They suggest 
that in patients in whom only a presystolic murmur is 
heard, and especially when this is short and faint, 
phonocardiographic study may be most helpful in es- 
tablishing the correct diagnosis. 

It is apparent that the list of entities that can simu- 
late rheumatic mitral stenosis is a long one. It is the 
responsibility of every physician involved in selection 
of candidates for commissurotomy to remain constantly 
aware of the difficulty of accurate diagnosis, and to be 
ever cognizant of the alternative possibilities even 
when “typical” signs of mitral stenosis are present. 
When atypical features are noted, it behooves the 
cardiologist to utilize all the potentially helpful acces- 
sory means at his command, including cardiac cath- 
eterization, angiocardiography, kymography, and per- 
haps ballistocardiography, to elucidate, so far as pos- 
sible, the exact anatomic diagnosis before operation. 
When doubt still exists exploratory cardiotomy is war- 
ranted, after full explanation to the patient or his 
family, and in most cases is indicated, to give the 
patient every epportunity for surgical correction of 
the lesion if it is operable. 


SUMMARY AND CONCLUSIONS 


Three cases in which the clinical diagnosis of 
rheumatic mitral stenosis was made either preopera- 
tively or ante mortem are reported. These patients 
were found actually to be suffering from the conse- 
quences of a myxoma of the left atrium, a congenital 
anomaly of the myocardium of the left ventricle and 
mediastinal collagenosis, 

A brief review of the entities that may simulate 
mitral stenosis is presented, with suggestions to help 
differentiate some of these from true rheumatic dis- 
ease of the mitral valve. 

In view of the widespread application of com- 
missurotomy in treatment of mitral stenosis care in the 
preoperative selection of patients is urged, as well as 
constant awareness of the multiple disorders that may 
imitate disease of the mitral valve. 

Exploratory cardiotomy is advisable in cases in 
which obstruction seems to exist even though a de- 
finitive clinical diagnosis is impossible. Surgical facili- 
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ties for removal of tumor, commissurotomy, pericar- 
diectomy, correction of a congenital deformity or 
other measures should be available. 
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ELEVATED GLUCOSE THRESHOLD IN KIMMELSTIEL-WILSON SYNDROME* 


Joseru L. 


WHITE RIVER J UNCTION, 


ATIENTS with intercapillary glomerulosclerosis 

often have an elevated renal threshold for sug- 
ar. This was noticed in 2 elderly diabetic patients 
with Kimmelstiel-Wilson syndrome who persistently 
showed markedly elevated blood sugar levels in the ab- 
sence of glycosuria. The records of all cases of inter- 
capillary glomerulosclerosis proved at autopsy at the 
Mary Hitchcock Memorial Hospital, Hanover, New 
Hampshire, and the Veterans Administration Hospital, 
White River Junction, Vermont, have therefore been 
investigated from this point of view, and the results 
indicate that there is a statistically significant elevation 
in the threshold in these patients as compared with 
other diabetic patients without the glomerular lesion. 
The implication of this finding is that such patients 
often have greatly elevated blood sugar levels without 
their physician’s knowledge when control is main- 
tained solely by means of tests for reducing substances 
in the urine, Whether or not this prolonged hyper- 
glycemia contributes to the development of degenera- 
tive vascular complications of the diabetic state awaits 
statistical study of a large series of cases of Kimmel- 
stiel-Wilson syndrome. 

This series resembles the majority of reported 
cases'* in that the patients were chiefly in the older 
age group and that their diabetes was of long stand- 
ing. Eleven patients have shown intercapillary glo- 
merulosclerosis at autopsy in the two hospitals since 
1941. The average age at death was fifty-nine years, 
with a range of forty-six to seventy-two. This is close 
to the average age of 58 patients who died at the 
two hospitals in a comparable period with diabetes 
but no intercapillary glomerulosclerosis, the average 

*From_ the Veterans Administration Hospital, White River Junction, 
and the Mary Hitchcock Memorial Hospital, Hanover. 
tInstructor in medicine, Dartmouth Medical School; acting chief, 


Medical Service, Veterans Administration Hospital, White River Junc- 
tion. 
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age being sixty-five years. The known duration of 
diabetes in the group with intercapillary glomerulo- 
sclerosis averaged eighteen years—more than twice as 
long as the eight-year average of a comparable group 
of 17 elderly diabetic patients without intercapillary 
glomerulosclerosis autopsied at the Veterans Hospital. 

Seven of the 11 patients died with massive edema 
due to either cardiac or renal failure. The other 4 
died of complications of arteriosclerosis—1 of mesen- 
teric thrombosis, 2 of cerebral thrombosis, and the 
third of coronary thrombosis. Six patients had hyper- 
tension, with blood pressures over 160 systolic and 
100 diastolic, In 4 the diabetes was always controlled 
by diet alone without insulin; 3 needed at some time 
between 20 and 40 units of insulin daily, and the other 
4 required up to 40 units of insulin or above. The 3 
youngest patients, all men in their forties, were ex- 
tremely difficult to control, their insulin requirements 
often varying wildly and unpredictably even on a 
constant diet in the hospital. They had extreme fluc- 
tuations in blood sugar levels from day to day, and 
excreted sugar readily as compared with the older 
patients, whose blood sugars were relatively stable and 
whose insulin requirements, as a rule, tended to de- 
crease as the disease progressed, Glycosuria became 
less and less frequent in spite of reduced doses of in- 
sulin. Fasting blood sugars in many cases tended to 
be normal, but sugar was not excreted even when 
levels were high. The cases reported below illustrate 
these points. 


REPORTS 
‘The first case is one of decreasing blood sugar levels 
and disappearing glycosuria in a patient with a pro- 
longed course. 


Case 1, L.H., 
found to have a + + 


a 55-year-old machine-tool worker, was 
+--+ test for sugar in the urine and a 


i 
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fasting blood sugar of 166 mg. per 100 cc. He was given a 
diet and advised to take 20 units of protamine zinc insulin 
daily. Six years later he presented himself at the hospital 
with the story that he had discontinued taking insulin after 
several months because his daily urine tests ran from negative 
to a trace. He complained of exertional dyspnea and failing 
vision, and had severe edema of the legs and retinitis prolife- 
rans. Glycosuria had disappeared, and a glucose tolerance test 
showed no sugar in the urine specimen at a blood level of 229 
mg. per 100 cc. There was persistent albuminuria. The serum 
protein totaled 5.7 gm. per 100 cc., with 2.7 gm. of albumin 
and 3.0 gm. of globulin. Leg edema was relieved briefly by 
the insertion of Southey tubes, and for 2 years the patient 
spent most of his time at the hospital, where various com- 
binations of diuretics were progressively less effective in re- 
lieving the congestive heart failure. A carcinoma of the right 
lung finally developed and he died at the age of 65. Autopsy 
revealed severe arteriosclerosis of the kidneys and _inter- 
capillary glomerulosclerosis. There was no sugar in the daily 
morning urinalysis for the last 6 months of life, and a fast- 
ing blood sugar toward the end was 102 mg. per 100 cc. He 
had not taken insulin at any time for 9 years before he died. 


The next case illustrates that blood sugar levels may 
be very high in these patients in the absence of glyco- 
suria. 


Case 2. LS., a 55-year-old housewife, had weight loss 
and thirst and was put on 15 units of protamine zinc insulin 
to control glycosuria. She did well until 9 years later, when 
her husband died and she was overcome with grief, started 
drinking and neglected her diabetes. A year later she had 
albuminuria, a ++ ++ test for sugar in the urine and a 
fasting blood sugar of 400 mg. per 100 cc. In spite of her 
doctor’s advice she ate indiscriminately and drank to excess. 
She later fell and fractured her hip, and on admission had an 
enlarged heart, ankle edema and rales at both bases. On this 
occasion the fasting blood sugar was 280 mg. per 100 cc., 
and the urine was negative for glucose. Six months later she 
was seen in the Outpatient Department with generalized 
anasarca, an enlarged liver, a ++ ++ test for sugar in the 
urine and 0.5 gm. of albumin per 100 cc. of urine. However, 
she refused hospitalization and when next seen was even 
more markedly edematous. Treatment with digitalis and 
mercurial diuretics was begun, and an effective diuresis, with 
a 20-pound weight loss was obtained over the next 2 weeks. 
The urine became sugar free, and the insulin dosage was 
leveled off at 20 units of NPH. Diarrhea persisted and she 
became extremely dehydrated and cornatose., Blood chemical 
constituents on the day of death were as follows: blood sugar, 
536 mg. per 100 cc., with no glycosuria (an intravenous drip 
of 5 per cent glucose was running at the time); carbon 
dioxide of 18 vol. per cent and sodium of 126 milliequiv. and 
potassium of 9.2 milliequiv. per liter. In spite of vigorous 
treatment she died 7 hours later. Control was difficult because 
of her neglect of advice and of failure to realize that the high 
glucose threshold prevented hyperglycemia from being re- 
flected by glycosuria. 


DISCUSSION 


It will be noted that both these patients showed the 
phenomenon of absence of glycosuria in spite of ele- 
vation of the blood sugar. Table 1 demonstrates what 
I have termed the renal threshold for sugar in such 
cases. When glucose tolerance tests were not per- 
formed this had to be determined roughly by the high- 
est blood sugar level obtained on a morning when the 
patient’s urinalysis failed to reveal sugar. ‘The normal 
renal threshold for glucose is usually given as between 
140 and 190 mg. per 100 cc. of venous blood.’ It will 
be seen that the average in the 10 patients in whom 
a threshold could be determined was 225 mg. per 
100 cc. Since these figures simply show the highest 
blood values that were found on days when there was 
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no sugar in the morning urine specimen, it is possible 
that the threshoids for sugar were appreciably higher. 
The table also discloses, in contrast, the similarly de- 
rived threshold for glycosuria in 13 elderly diabetic 
patients without intercapillary glomerulosclerosis, 
whose blood sugar level averaged 161 mg. per 100 cc., 
or within normal limits. Statistical evaluation of these 
data indicates that the ratio of the difference between 
these means to the standard error of their difference 
is 2.9, or that the likelihood that the samples varied to 
this degree by random chance alone is less than | in 
100 times. 

This phenomenon of a high renal threshold in in- 
tercapillary glomerulosclerosis has been observed by 


TaBLe 1. 


Renal Threshold for Glucose. 


DIAGNOSIS OF 
DIABETES WITHOUT 
IN TERCAPILLARY 
GLOMERULOSCLEROSIS 


DIAGNOSIS OF PATIENT 
INTERCAPILLARY 


GLOMERULOSCLEROSIS 


PATIENT 


BLOOD SUGAR BLOOD SUGAR 


LEVEL LEVEL 

mg./100 ce. mg./100 ce. 
S.M. 374 D.D. 245 
LS. 286 Ae 212 
L.H. 229 G. 175 
E.B. 218 C.B. 175 
C.B. 209 L.W. 172 
E.R. 208 N.B. 170 
H.Ba. 206 R.H. 165 
A.F. 202 A.P. 163 
H.Be. 187 E.R. 153 
CS. 133 134 
126 
H.M. 113 
W.A. 101 
Means* 225 162 


*Difference between eet 63.2; standard error of difference, 21.6; 


level of confidence (P),* 0 


Rogers, Robbins and Jeghers,* who found that nearly 
half their 100 patients had minimal amounts of glyco- 
suria and at the same time had blood sugar levels 
ranging up to 500 mg. per 100 cc. In 28 cases the 
blood sugar was 200 mg. per 100 cc. or over at the 
time glycosuria was minimal, The authors concluded, 
however, that it was impossible to state from their 
data whether or not elevated blood sugar with mini- 
mal glycosuria is of significance in aiding the clinical 
diagnosis of intercapillary glomerulosclerosis. 

A physiologic explanation of why renal thresholds 
should be elevated in patients with diabetic intercapil- 
lary glomerulosclerosis is offered by the work of Cor- 
coran, Taylor and Page,® who reported that these 
patients have a decreased glomerular filtration rate, 
renal plasma flow and maximum tubular capacity for 
glucose resorption. Rifkin et al.* likewise observed a 
reduced glomerular filtration rate, and Earle,’ in a 
series of several patients, found a decrease in the fil- 
tration rate, the renal plasma flow, the maximum 
tubular resorption capacity for glucose and the filtra- 
tion fraction. These findings indicate that the prin- 
cipal functional defect is in the glomerulus, as one 
would suspect. Renal plasma flow and glomerular 


filtration rate are so decreased that even with a de- 
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crease in ability to reabsorb glucose into the blood 
stream, the tubules can easily return the amount that 
is presented. Not until the blood sugar rises high 
enough for the concentration of glucose in the filtrate 
to exceed the load the tubules can reabsorb will glyco- 
suria occur. This can only be accomplished by eleva- 
tion in the concentration of glucose in the blood 
stream and hence in the glomerular filtrate. 

A possible explanation why average blood sugar 
levels should, over a long period, gradually fall in 
older patients with intercapillary glomerulosclerosis is 
presented in the work of Elgee and his colleagues,® 
working with radioactive insulin, In normal rats the 
greatest concentration of radioactive insulin was in the 
renal cortex—specifically, in the convoluted tubules 
according to radioautographs. Apparently, insulin is 
metabolized in the kidney. Insulin breakdown was 
greatly impaired by nephrectomy. Forsham, in discuss- 
ing the paper, suggested that these findings may ex- 
plain increased insulin sensitivity in advanced Kim- 
melstiel—Wilson syndrome. Certainly, there is tubular 
as well as glomerular damage, as shown both by his- 
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the threshold is high, the subsequent absence of glyco- 
suria will not be wrongly interpreted as indicating ab- 
sence of hyperglycemia. 


SUMMARY AND CONCLUSIONS 


A group of 10 patients with Kimmelstiel-Wilson 
syndrome is described. These patients averaged sixty 
years of age at death, and had had their diabetes for 
approximately twice as long as a comparable series of 
diabetic patients without intercapillary glomerulo- 
sclerosis. The clinical course of 2 patients is described, 
and it is shown that a characteristic feature of the 
group appears to be an increase in the renal threshold 
for glucose. This results from a decrease in renal 
plasma flow and glomerular filtration rate. It may 
result in unrecognized hyperglycemia if patients are 
followed only by tests for glycosuria. 
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N attempting to select articles from recent surgical 

publications for inclusion in a progress report on 
proctology one is immediately confronted with the 
necessity of deciding what areas this term properly 
includes and what subjects are of greatest importance 
and interest. There are specialists in proctology who 
confine their work to diagnostic procedures and minor 
surgery of the anal canal and rectum only. Others, 
with training and the desire to do major surgery of 
the colon and rectum, include this wider field in the 
scope of their activity. Then there is the large group 
of general surgeons who do a great deal of the rectal 
and colonic surgery that is done, often having a spe- 
cial interest in it, but not limiting their surgery to this 
field, 

A recent Medical Progress report on abdominal 
surgery by Welch' included about 30 articles on large- 
bowel conditions, most of which I have not repeated 
in this review. The reader is also referred to a prior 


*Associate visiting surgeon, Massachusetts General Hospital. 


review by Turell, Krakauer and Maynard* on this 
general subject. 

Except for a few case reports of unusual conditions 
this review makes no attempt to cover the many ar- 
ticles on large-bowel carcinoma and its surgical treat- 
ment that comprise about one third of the publica- 
tions listed under the general heading of the rectum 
and colon in the Current List of Literature of the 
Armed Forces Medical Library. I have also eliminated 
by title, or on casual inspection, many contributions on 
other subjects that did not give promise of worthwhile 
content, and I have made no attempt to summarize 
foreign-language articles. A selection has been made 
from pdpers presented before the American Procto- 
logic Society, together with others of special interest 
or unusual nature. 

The most common pathologic conditions encoun- 
tered in this field are hemorrhoids, fissures, fistulas, 
and pruritus. So much has been written about these 
conditions in the past and the surgical treatment of 
the first three is so well standardized, and usually so 
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simple, that not many articles on these common anal 
conditions have recently appeared. 


PRURITUS ANI 


Pruritus ani continues to be a frequent and distress- 
ing ailment, the cause and cure of which are not 
known and the remedies for which are legion, With 
what is essentially a dermatologic problem these pa- 
tients come under the care of specialists in both fields, 
going from one to the other as they see little progress 
toward permanent cure, Every general practitioner 
quite properly undertakes to treat these patients also. 

Many unnecessary anal operations are performed 
on people whose only complaint is itching because the 
surgeon is willing to attribute this symptom to one 
or more of the various abnormalities of the anal canal 
that sometimes, but by no means always, coexist. 
Cleanliness and various washes and ointments give 
relief. Occasionally, one seems to cure a patient, but 
this is a rare, and seldom authenticated, occurrence. 
Conscientious research on this subject, if successful, 
would bring relief to victims so numerous as to eclipse 
those suffering from heart disease and other more 
widely publicized and admittedly more serious condi- 
tions. There is no real progress to report. 


HEMORRHOIDS 


Well conceived and properly executed surgery con- 
tinues to be the only method by which internal and 
external hemorrhoids can be completely and perma- 
nently removed (Dr. Brady’s syndicated column in 
the newspapers “to the contrary notwithstanding”). 
The injection of sclerosing solutions, however, which 
is an excellent method of eliminating the bleeding of 
internal hemorrhoids and the protrusion of all except 
the largest, for limited periods, can always be utilized 
for those who wish to avoid surgery, provided they 
understand its limitations as well as its certain ad- 
vantages. 

The possibility of pulmonary emboli as a result of 
thrombosis in the hemorrhoidal veins, either spon- 
taneous or after the injection of internal hemorrhoids 
with sclerosing solutions, has been discussed from time 
to time, but I have never seen it myself and never 
talked with anyone who had seen it occur, nor have 
I seen a report in the literature on this subject, un- 
til now. 

Stone and Lovelock’ report a case of multiple pul- 
monary infarction occurring in a thirty-three-year-old 
Negro who had been ambulatory up to the time of 
onset. Several episodes of sudden chest pain with 
slight hemoptysis had occurred before he was hos- 
pitalized. On admission there were no leg signs what- 
soever — a negative Homans sign and no calf tender- 
ness. There was a ring of tender external anal skin 
tags, and within the rectum a nodular, tender area 
posteriorly above the sphincters. 

Four days later the patient had another episode of 
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severe pain in the left side of the chest, with bloody 
sputum, normal temperature, a pulse of 100 and ap- 
prehension. X-ray study showed slight pleural ef- 
fusion on the left and a definite circumscribed shadow 
at the base of the left lung. Examination of the leg 
veins was still negative but the area in the rectum 
was much more tender and the temperature rose to 
102°F. for several days. All sputum examinations 
were negative. 

Proctoscopic inspection revealed a proctitis, with 
ulcerations on the lower 6 cm. of the rectal mucosa 
and other ulcerations at 12 cm. A Frei test was posi- 
tive, and with a low proctitis the diagnosis of lympho- 
pathia venereum seemed justified, although the pa- 
tient had no inguinal adenitis and could recollect no 
recent penile lesion. After treatment with sulfadiazine 
for a month, and when proctoscoped after seventy 
days, the ulcerations had healed. 

In favor of the possibility that this represented a 
case of pulmonary embolism originating in the hemor- 
rhoidal veins, in the presence of adjacent infection, 
the authors cite the following considerations: 


1. The inferior and middle hemorrhoidal veins drain into 
the internal pudendal and hypogastric veins and the 
internal iliac, though also anastomosing freely with the 
portal system above. Systemic embolism should there- 
fore be possible. 

2. In a report by J. King, two of ten cases of pulmonary 
embolism occurred in soldiers with acute thrombosed 
hemorrhoids, and phlebography of their leg veins was 
negative. T. J. Moran reported three cases in which, 
based on autopsy findings, he felt the emboli had come 
from the hemorrhoidal veins, although in these three 
cases accurate details as to autopsy findings were not 
given. 

3. Failure to implicate the rectum as a source of emboli 
may well be due to the frequent omission of an exam- 
ination of the veins of this area by pathologists. In 
certain reported series of cases of pulmonary embolism 
no source has been found in about a third of the cases. 

4. Phlebography, however, is not always reliable when 
positive or when negative, as brought out by A. W. 
Allen. 

5. Although the case herein reported did not have phlebo- 
grams made, the possibility that the emboli did in fact 
come from thromboses of the hemorrhoidal veins in the 
presence of lymphopathia venereum deserves considera- 
tion. 


Gerwig and his associates have sought to eliminate 
pain after hemorrhoidectomy by a method of con- 
tinuous caudal anesthesia, carried out for forty-eight 
hours after operation. Using an 18-gauge, 6-cm., 
thin-walled, caudal needle, they insert through its 
lumen, for 6 cm. into the anal canal, the end of a 
60-cm. piece of vinyl tubing. ‘Then the caudal needle 
is withdrawn, and a blunt, 23-gauge needle is in- 
serted into the distal end of the plastic tube and a 
hub adapter added. 

To produce anesthesia for the operation an initial 
injection of 30 cc, of 0.15 per cent tetracaine hydro- 
chloride is given, and this is repeated in 20-cc. doses, 
varying from every three up to every six or seven 
hours, for forty-eight hours after operation, thus pro- 
ducing a continuous freedom from pain for that pe- 
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riod. This procedure was carried out in 59 cases with 
no infection, 

The authors are to be commended for their efforts 
to reduce pain after surgery of the anal area, which 
has always had a reputation for being attended by 
considerable pain. There are, however, certain facts 
regarding this subject of whose truth considerable ex- 
perience has convinced me. In the first place there is 
great individual variation in complaints of pain. Also, 
the immediate postoperative pain can be well con- 
trolled by morphine given promptly and in adequate 
dosage, and the severity has greatly subsided after a 
period of five to eight hours. The majority of patients 
complain very little (sometimes not at all) on the 
first day after operation. On the second day any com- 
plaint of pain or discomfort is more likely to relate 
to the abdomen —~ a feeling of unrest, the rolling of 
gas and so forth —- than to the anal area. The first 
bowel evacuation, commonly the high point in post- 
operative discomfort, usually occurs on the third day, 
which would be after the forty-eight-hour period dur- 
ing which the authors use the tetracaine injection. In 
this event one wonders if the complete absence of pain 
for forty-eight hours would make the discomfort en- 
countered thereafter seem worse than if the patient 
had already experienced what might be called a “nor- 
mal” amount of postoperative pain. Is the prolonged 
use of tetracaine (or a similar drug) in nerve-block 
anesthesia safe enough from possible complications to 
justify its administration routinely? Could any per- 
manent nerve damage result from it? These are all 
factors to be considered although the authors have 
apparently encountered no ill effects in their experi- 
mental series of cases, and this procedure might be 
expected to give more adequate relief of pain than 
perianal injections of oil-soluble anesthetics. 

Granet® describes a procedure for removal of inter- 
nal and external hemorrhoids that he considers to be 
the answer to the problem of a complete removal of 
extensive, annular hemorrhoidal involvement without 
such resulting complications as stricture, residual piles, 
mucosal prolapse, pseudopolyps and tags. Using a 
wide quadrilateral posterior incision, he dissects for- 
ward, beneath the skin and the superficial sphincter 
fibers, on up into the anal canal until he reaches 
normal mucosa beyond the internal hemorrhoids of 
the entire posterior half of the circumference of the 
low rectum. He then cuts transversely through mu- 
cosa, which is held with Allis clamps. After any ar- 
terial bleeders have been tied beneath this mucosal 
pedicle its free edge is sutured to the border of the 
deep sphincter at about where the dentate line would 
normally lie. Small anterolateral varices are then ex- 
cised subcutaneously, through small incisions in these 
quadrants, and the large right anterior internoexternal 
hemorrhoid is excised and ligated individually and its 
stump sutured to the subcutaneous tissues at the anal 
verge. ‘The bowels are moved on the third postopera- 
tive day by means of hydrophilic laxatives started 
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soon after operation and continued thereafter. Clean- 
liness is achieved by a warm tap-water spray rather 
than sitz baths, the patient sitting over the edge of 
a tub. Granet follows his patients weekly for six weeks, 
and at intervals for six months, and considers his re- 
sults to be consistently satisfactory. 

This article is an attempt to solve the problems of 
how to achieve an adequate, yet not too radical, re- 
moval in the cases in which hemorrhoids seem to oc- 
cupy the entire circumference of the anal canal and 
anal outlet. This situation confronts every surgeon 
from time to time and demands considerable restraint 
to avoid the serious error of removing too much skin 
in an effort to obtain a good immediate cosmetic re- 
sult. I question somewhat the wisdom of a procedure 
that, at the outset, reduces the perianal skin and anal- 
canal lining by half, in spite of the apparent care with 
which Granet deals with the remaining anterior half. 
It has been my experience that, even in these cases 
with complicated and extensive involvement, a judi- 
cious selection of areas of removal using elliptical in- 
cisions and varying the amount of skin removed ac- 
cording to its degree of redundancy will accomplish a 
satisfactory functional and cosmetic result even if the 
appearance of the anal outlet at the end of the op- 
eration is not that which a plastic surgeon might hope 
to attain. It is surprising how nearly normal in ap- 
pearance an end result will be after complete healing 
has ended the persistence of edema in the adja- 
cent skin. 


PROLAPSE 


Gabriel® has summarized the revived interest in 
Thiersch’s operation for anal incontinence in a report 
of 25 personal cases with no mortality and no serious 
complications. The procedure consists of the intro- 
duction of a single No. 19 or 20 silver wire so as to 
encircle the patulous anal canal, utilizing a Doyen 
needle and working through 0.6-cm. incisions an- 
terior and posterior to the anus. The wire is passed 
so that the two ends protrude from the posterior inci- 
sion. It is then tightened on a forefinger inserted full 
length through the anal canal, thus producing a wire 
circle about 2.5 cm. in diameter. After the ends have 
been twisted to secure a firm binding and the excess 
wire cut away the twist is pushed into the posterior 
incision and buried in the deeper tissues by being 
bent posteriorly. 

The two skin incisions are then closed, the entire op- 
eration having been carried out with careful regard 
for asepsis. 

Gabriel emphasizes the fact that the Thiersch op- 
eration is not applicable to large, complete prolapses 
of the rectum. He has used it in 25 women, 7 of 
whom were spinsters. Of the remaining 18, 5 had 
never borne children whereas 13 had borne one or 
more. Seventeen were over sixty, and 9 over seventy 
years of age. These patients fell into three general 
groups, as follows: primary anal incontinence (relaxed 
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sphincter with mucosal prolapse or a short, complete 
prolapse), 16 cases; secondary anal incontinence (re- 
laxed sphincter with mucosal prolapse after previous 
major operations for complete procidentia) , 8 cases; 
and anal trauma (after a fistula operation with com- 
plete division of the sphincter), 1 case. 

Postoperative care included efforts to keep the area 
clean and dry, avoidance of impaction by use of 
mineral oil orally, and glycerin suppositories. 

Complications consisted of an occasional breaking 
or untwisting of the wire and of ulceration through 
the skin. In each case the wire should be removed; 
it can be replaced at a later date. 

Results were considered satisfactory in 21 of the 25 
patients, 6 of whom required one or more additional 
operations, There is a greater likelihood of sepsis in 
repeated insertions of the wire, which should be de- 
layed until some time after complete healing of the 
incisions has occurred. 

Berkowitz,’ in Boston, has reported on the Thiersch 
operation in 3 women, seventy-five, seveuty and sixty- 
eight years of age, under local novocain anesthesia in 
lithotomy position. These women all had a rectal 
procidentia 8 to 15 cm. in length, and the result was 
satisfactory for short follow-up periods of ten, nine, 
and four months. Berkowitz used two 13-gauge, 
straight, hollow needles inserted through an incision 
posterior to the anus and emerging through an an- 
terior incision, one needle going up each side of the 
anal canal. One end of a No, 22 stainless-steel wire 
was then threaded into the point of each needle, 
emerging through the base of the needles, which were 
then withdrawn and the wire ends twisted and cut 
as described by Gabriel.° Immediate ambulation was 
allowed, and there were no complications. 

It will be of interest to learn how long a period of 
relief is obtained in these 3 patients, all of whom had 
a sizeable, complete prolapse ; a fairly early recurrence 
by breakage of the wire seems inevitable because of the 
size and nature of the original prolapses, as indicated 
in the preceding report of Gabriel.® 

The question of how much the sigmoid may pro- 
lapse into, or intussuscept, the upper rectum and what, 
if any, symptoms result from this situation of “con- 
cealed prolapse” has been difficult to evaluate. ‘That 
it can occur in some degree is suggested by observa- 
tion during proctoscopic examination with the patient 
in lithotomy or semiprone position (neither of which 
is recommended for proctoscopy as a rule). Also, by 
digital examination, one can sometimes feel at the 
finger tip a rounded protrusion of contracted low 
sigmoid into the upper end of the rectal ampulla. I 
have no doubt that this sort of presenting sigmoidal 
prolapse has been thought to be a tumor in an occa- 
sional patient in whom subsequent investigation has 
disclosed none. 

Granet* considers this sort of prolapse to be a nor- 
mal physiologic occurrence with the defecatory reflex, 
varying with the length and mobility of the meso- 
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sigmoid and reducing itself spontaneously. The small 
caliber of the sigmoid, the large caliber of the rectum 
and the fixation of the rectosigmoid area by the pelvi- 
rectal and sacral fascia favor this occurrence. 

Symptoms attributed to this type of prolapse are a 
sense of incomplete and unsatisfactory evacuation after 
defecation that is accompanied by straining. This 
may produce a dragging sensation in the pelvis and 
low back and a dull ache in the perineum and thighs. 
Glairy mucus and occasionally blood may be passed. 

Granet describes a special technic with which the 
presenting sigmoid can be shown by a small barium 
enema and air insufflation. 

The regular use of psyllium hydrophilic prepara- 
tions by mouth and an explanation to the patient of 
the mechanics of the prolapse, with assurance and 
avoidance of straining at stool, are usually adequate 
treatment. 

Dunphy et al.® reported results in 17 operations for 
complete procidentia of the rectum with only 1 recur- 
rence, Circular amputation was performed in 3 cases, 
in 2 of which an abdominal procedure, as described 
below, was later done. Twelve patients were treated 
by a combined operation as described by Dunphy in 
1948. Through an incision suture of the levators was 
carried out after the anterior rectal wall and deep 
cul-de-sac had been freed and pushed upward. Then 
the abdomen was opened, and the pelvic colon mobi- 
lized, including a removal of the deep pelvic peritone- 
um. A Mikulicz resection of the redundant sigmoid 
loop was then carried out, and the pelvic floor closed 
at a higher level after suture of the transversalis fascia 
beneath. When the sigmoid proved to be short it was 
not resected but sutured to the lateral pelvic wall for 
support. This was done in 2 cases. 

The pros «nd cons of these different procedures are 
thoroughly discussed. Dunphy believes that his com- 
bined operation offers more prospect of a long-term 
cure than any other method he has used. 


CysTs 


Bonser, Raper and Shucksmith’® reported 4 cases 
of epidermoid cysts of the rectum and anus seen over 
a four-year period and referred to 21 cases previously 
reported by others. Of the 4 cases a fistula was present 
and communicated with the cyst in 3. Multiple cysts 
behind and alongside the rectum were present in | 
case. Of the 21 cases previously reported only 3 had 
established a fistula. It is the opinion of the authors 
of this article that these cysts can be regarded as tera- 
tomatous because of the findings of more than one 
type of epithelium in all 4 cases. 


CONGENITAL MALFORMATIONS 


Congenital anomalies of the anus and rectum are 
rare in the experience of most proctologists and gen- 
eral surgeons, the majority of these patients presum- 
ably being seen and handled by surgeons doing 
pediatric surgery. Reference to the book by Ladd 
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and Gross discloses most of the clinical experience 
with these conditions in New England. 

Bacon and Sherman,"' of Philadelphia, reported an 
experience with 111 cases of congenital anorectal de- 
formities in 63 male and 48 female infants, of whom 
32, or 29 per cent, had associated congenital anomalies 
of one sort or another. Of the 111 patients 47 had anal 
anomalies. There were 3 deaths on admission, and 
all but 1 of the remaining patients were operated 
on, with 3 postoperative deaths. 

The procedures included simple incision and dila- 
tation in 15, and anoplasties in 7 cases of stenosis of 
the anal canal in which the anal orifice was present. 
In addition there were 22 patients with no anal orifice. 
In 8 of these, having a membranous occlusion only, 
incision and dilatation only were required, whereas in 
15, who had a mural or fibrous occlusion, small plastic 
procedures were required, including the Rizzoli tech- 
nic to open and transplant the closed anal outlet from 
the perineum to its normal position between the ischial 
tuberosities. 

This series embraced 64 rectal, as contrasted to 
47 anal, anomalies. In 40 of these there were fistulas, 
29 of which were rectovaginal. The Rizzoli method 
was quite satisfactory in correcting the latter but in 
the remainder an abdominoperineal (pull-through ) 
procedure was carried out, usually at three to five 
years of age, after a transverse colostomy for relief of 
the obstruction at birth. 

The over-all mortality for 108 patients treated sur- 
gically was 6.4 per cent. 


PERFORATIONS 


Klein and Scarborough,'* of San Francisco, report- 
ed 50 cases of traumatic perforations of the rectum 
and distal colon, from a variety of causes and with an 
over-all mortality of 10 per cent. Of 11 perforations 
during proctoscopic examinations all occurred in the 
hands of inexperienced doctors, Eight were recognized 
during the proctoscopic procedure, and a laparotomy 
was performed within two to four hours, with 7 
uneventful recoveries and 1 death on the eleventh day 
from peritonitis and cardiorenal disease in an elderly 
woman. ‘The remaining 3 perforations were unrecog- 
nized for over eighteen hours, or until signs of peri- 
tonitis had appeared, and 2 of the 3 patients died. In 
10 of the 11 cases the perforation was intraperitoneal. 

An analysis of the probable technical errors that 
caused these perforations included the following: 
blind introduction of the proctoscope beyond the anal 
canal, reinsertion of the obturator to overcome 
“spasm,” attempted forceful dilatation of a rectal 
stricture, careless use of long, cotton-tipped applica- 
tors, excessive fulguration of a rectal polyp and biopsy 
through the bowel wall at the border of a carcinoma. 


Perforations during Enemas 


In this group, there were 17 cases, in 5 of which the 
perforation occurred during rectal enemas, whereas 
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in 12 it occurred during colostomy irrigations. There 
were no deaths among the 5 patients with perfora- 
tions during rectal enemas, The bowel wall was 
normal in 4, The perforation was intraperitoneal in 
3 and extraperitoneal in 2. 

Perforation during colostomy enemas in 12 patients 
produced pain around the colostomy and evidence of 
peritoneal irritation within several hours and a local- 
ized inflammatory mass around the colostomy in 7 
cases treated conservatively. Laparotomy in the other 
5 consisted of simple closure of the perforation in 2 
cases, a transverse colostomy in 2 and simple lapa- 
rotomy with drainage in 1 case in which the hole could 
not be located because of inflammatory adhesions. 


Perforations from Other Causes 


This series also included 5 patients whose perfora- 
tions occurred from impalement on, or the forcible in- 
troduction of, long, sharp objects per rectum, 11 
others perforated by gunshot or knife wounds or other 
forms of external trauma, and 6 patients in whom the 
injury occurred during surgical operations on adjacent 
organs, 


Principles of Treatment 


Immediate laparotomy is essential in perforations 
by the proctoscope. Suture of an intraperitoneal per- 
foration without a proximal colostomy is the proce- 
dure of choice unless the trauma appears to have 
caused devitalization of bowel wall, when a colostomy 
in addition to closure is desirable. 

When the perforation is extraperitoneal a colostomy 
should always be performed. The extrarectal infected 
area will presumably drain back into the bowel 
through the perforation itself and will eventually heal 
spontaneously after diversion of the fecal stream by 
colostomy, aided by the use of sulfonamides and anti- 
biotics. 


GAS EXPLOSIONS 


Becker'* cites several reports of serious intrarectal 
explosions during electrocoagulation of polyps and 
oilers suggestions to avoid this risk. Multiple perfora- 
tions of the colon from this cause have been reported 
by Montier, of Paris, in 2 cases, necessitating lapa- 
rotomy. Liebermann has reported several explosions 
of lesser degree. 

Intestinal gases expelled by man, as analyzed by 
Fries, were found to consist of carbon dioxide, 10.3 
per cent by volume, oxygen, 0.7 per cent, methane, 
29.6 per cent, and nitrogen, 59.4 per cent. Other 
factors concerned in explosions are the gases of out- 
side air introduced through the proctoscope and gases 
resulting from the electrodesiccation of tissues. 

Becker has devised short and long scopes through 
which carbon dioxide can be introduced from a tank 
equipped with a reducing valve, providing a steady 
flow over the intrarectal field of operation during 
electrodesiccation, which is thereby carried out in an 
atmosphere that does not support combustion. 
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I have personally never seen an intrarectal ex- 
plosion occur, nor does Becker say that he has, but he 
is to be commended for giving thought and effort to 
the elimination of a hazard that has been reliably re- 
ported to exist and may at any time occur during 
high-frequency electrodesiccation within the bowel 
if inflammable gases are present in adequate concen- 
tration and with sufficient oxygen to favor ignition. 


PILONIDAL DISEASE 


Swinton and Markee,’* of the Lahey Clinic, re- 
ported the results of a questionnaire sent to all mem- 
bers of the American Proctologic Society concerning 
the treatment of pilonidal sinus. Replies from 248 
surgeons (51.5 per cent of the members) covered a 
total experience of 25,320 cases, Of the 248 surgeons 
replying 70 per cent favored open operations with 
varying technics and 30 per cent used a closed opera- 
tion in selected cases. In a report by Kleckner in 1936, 
based on a similar questionnaire and 4000 cases, open 
operation was favored by 87 per cent of those reply- 
ing, and in a report by Rosser in 1947 the figure was 
77 per cent, as compared with the present figure of 
70 per cent. There is thus a definitely increasing trend 
toward fewer open and more closed operations. Also, 
this latest study revealed a trend away from massive 
excisions toward limited excisions, with partial closure 
or marsupialization of the cyst. 

A study by Dwight,’® of Boston, compiled from an 
experience with 245 patients seen during two years 
at the Cushing Veterans Administration Hospital in 
Framingham, condemns the use of the gluteal-flap 
method of primary closure, This operation was utilized 
in 135 cases, of which 13 were immediate failures 
because of sepsis. In 16 the incisions reopened within 
a year. There were Jess serious complications in 19 
other cases. Although the results in the remainder 
were good, Dwight believes that the additional opera- 
tions needed and the greatly prolonged convalescence 
in the patients who did not do well were too great a 
price to pay for the good results. In the successful 
cases, the healing time was a week or two, whereas 
in the 29 unsuccessful gluteal-flap cases, 80 per cent 
of which required one or more secondary operations, 
the healing time averaged fifteen weeks, the longest 
being six months. In a series reported in 1938 by 
Rogers and Dwight, and also in 53 cases in the pres- 
ent group treated by open operation, the average heal- 
ing time was nine weeks. Dwight also cites a series 
by Knowles and Baker, who mobilized the gluteal flaps 
in 187 cases by cutting the gluteal fascia close to the 
sacrum. The procedure, whose rate of failure was 37 
per cent, has also been abandoned by the authors. 

As a result of his experience in this series and in 
previous ones Dwight has now adopted minimal ex- 
cision and closure without plastic flaps in selected 
small midline lesions and open operation in all others. 

In my own experience, which consists almost en- 
tirely of a limited but complete excision of cysts and 
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sinuses, with suture of the wound edges to the base of 
the wound on each side, the patients leave the hospital 
in two or three days, with removal of the sutures in 
the office later and complete healing in two to four 
weeks, with occasional exceptions. 


BENIGN ADENOMAS 


The relation of adenomas of the rectum and colon 
to cancer of these areas is a continuous subject of dis- 
cussion although no one seriously disputes the fact 
that benign polyps often become malignant. 

Morton"® has presented some figures based on 1237 
consecutive proctoscopic examinations done by him- 
self. All these patients were seen because of some 
complaint relating to the large bowel so that the in- 
cidence of adenomas and cancer was higher than it 
would have been in the same number of persons 
picked at random. From 1 to 9 adenomas were found 
in 129 (10.4 per cent) of these patients, and car- 
cinoma of the rectum was observed in 55 (4.4 per 
cent). Carcinoma combined with one or more benign 
polyps was observed in 8 of the 55 (14.5 per cent), a 
figure quite close to the 18 per cent reported in a 
series of Jackman and Mayo. 

Morton makes a plea for the institution of better 
facilities in hospitals for proctoscopic examinations 
and the training of all interns in this procedure. He 
urges the complete removal of polyps when feasible, 
preliminary biopsy being utilized only in the larger 
ones. 

Welch, McKittrick and Behringer’? made a clinical 
and pathological study at Massachusetts General Hos- 
pital of patients with single, or several adjacent, polyps 
of the colon and rectum with a view to correlating 
the surgeon’s clinical judgment of the nature of the 
polyp with subsequent pathological findings. A series 
of 322 cases was accumulated from hospital records 
between 1937 and 1952, including follow-up studies 
in 165 of these from 1937 to 1947. 

The 322 cases included 26 papillary adenomas— 
all in the rectum or low sigmoid. These tumors have 
a high incidence of malignant degeneration, and the 
authors believe that they should be attacked by a 
radical type of operation. Of the 26 patients 7 showed 
cancer microscopically, and 3 died of cancer. There 
were 21 radical and 5 local excisions, 2 of the 3 cancer 
deaths occurring in the latter group. 

The remainder (296) of the 322 patients had 
adenomatous polyps—a less dangerous tumor but one 
that is also capable of malignant change. 

Of the 322 cases, cancer was found in 60 (18.6 
per cent), varying from “carcinoma in situ” to the 
higher grades of malignancy, Of the 60 patients 34 
had local excisions of the polyp, and 9 of these re- 
curred or developed metastases later — all 9 patients 
having had either a papillary adenoma or an adeno- 
matous polyp with a high-grade cancer. 

The authors advocate segmental resection of colonic 
polyps, rather than colotomy with polypectomy, in all 
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cases, as the surest way to avoid the necessity of a 
secondary resection in some cases and the surest way 
to eliminate local recurrences and any regional metas- 
tasis that may have occurred if the polyp should be 
found to be malignant. 

Harris’* has reported 70 cases of polyps of the colon 
and rectum observed in 56 male and 44 female chil- 
dren under twelve years of age during the past nine 
years in his own private practice. Removal was car- 
ried out in 60 of these, of whom only 12 required 
laparotomy. The locations of the polyps were as 
follows: rectum, in 58 patients; sigmoid, 16; and 
above the sigmoid, 6. Harris found only a single polyp 
in 52 patients, 2 in 7, 3 in 4 and 4 or more in 3 pa- 
tients. Blood-tinged mucus was the commonest symp- 
tom, and diagnosis was easily made by the use of an 
adult-size proctoscope and a double-contrast barium 
enema. Spontaneous amputation of the polyp oc- 
curred in 8 definitely proved cases, the patients bring- 
ing the polyp for inspection in 4. 

Removal of polyps accessible through a proctoscope 
was accomplished by electrocoagulation, using a snare 
below the peritoneal reflection and fulguration above 
the reflection. By the latter procedure a pathological 
examination was not always possible, but the incidence 
of malignant change in polyps in young children is so 
low that preservation of the polyp for microscopical 
section was not considered essential. 

A point of special interest was the fact that whereas 
Harris found 70 children under the age of twelve 
with polyps he could locate none between the ages 
of twelve and nineteen. He raises the question wheth- 
er, by twelve years of age, most polyps become self- 
amputated, 

Briggs and Roberts'® report 3 cases of gastrointes- 
tinal hemorrhage due to benign polyps of the duo- 
denum. The bleeding in 2 cases was massive. Two 
of the tumors were adenomas of Brunner’s glands, 
and the third originated from intestinal glands. Two 
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were pedunculated, and 1 was sessile. These polyps 
are of interest because of the difficulty of x-ray demon- 
stration and the absence of any symptoms except 
bleeding. Their remova! was simple. 

This brief report concerning polyps above the colon 
as a source of bleeding is inserted to call attention to 
the fact that the use of a sigmoidoscope and barium 
enema with negative findings, and even negative 
upper gastrointestinal x-ray study in addition, does 
not necessarily exclude the presence of polyps, which 
are more difficult to demonstrate in the small bowel 
than in the stomach or colon, and especially so in the 
duodenum. 


(To be concluded) 
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MEDICAL INTELLIGENCE 


MASSACHUSETTS MEDICAL SOCIETY 
TOWNSHIP 


Tue following act of generosity is found in the Re- 
solves of the General Court of the Commonwealth of 
Massachusetts, Respecting the Sale of Eastern Lands; 
with the Reports of the Committees Appointed to Sell 
Said Lands; From February 2, 1804 to June 14, 1810. 
Printed by Isaac Munroe, printers to the state, in 
Boston in 1811. 


RESOLVE 


Granting the Massachusetts Medical Society a township 
of land. 


February 10, 1810. 
WHEREAS the Massachusetts Medical Society have in- 


curred expences, and have devoted a considerable portion 
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of their time, to promotion of the laudable objects of their 
institution, and have petitioned this Legislature for some 
pecuniary aid, to enable them to erect a suitable building in 
the town of Boston, for the use of said society—-Wherefore, 


Be it resolved, That there be, and there hereby is ap- 
propriated for the use and benefit of the Massachusetts 
Medical Society, one township of land, to contain six 
miles square, and to be surveyed, located and assigned 
from any of the unappropriated lands belenging to this 
commonwealth in the district of Maine, (excepting the 
townships lately purchased of the Indians, and lands con- 
tracted for by Jackson and Flynt,) under the direction of 
the agents for the sale of eastern lands, at the expense of 
the said society: Provided, said location be made within 
three years, a plan whereof to be lodged in the land office ; 
and the agents aforesaid, are hereby authorised and di- 
rected to give good and sufficient deed or deeds of the 
same to the Trustees of said society, or their assigns, sub- 
ject to the usual reservations and conditions of settlement. 


Not only was the General Court friendly to the 
young medical society in those days; it was prepared 
to show its friendliness at the expense of the future 
State of Maine. There is no record that the good in- 


tention was acted on within the prescribed three years. 
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CASE 40331 


PRESENTATION OF CASE 


A sixty-five-year-old businessman was admitted to 
the hospital because of fever and malaise. 

The illness began two weeks previously, when flush- 
ing and nausea gradually developed. The patient felt 
very warm but had no pain. He remained on modi- 
fied bed rest because of malaise. On the third day a 
“swollen, itchy, lobster-colored” skin rash developed 
that seemed to be improved by Benadryl. During this 


period he noted easy fatigability. On the seventh day 
of his illness he felt well enough to visit his summer 
home. On arrival he went to bed and was awakened 
at midnight by severe pain on both sides of the lower 
back, without radiation, and a shaking chill. The tem- 
perature was 103°F. and penicillin, chlortetracycline 
and a sulfonamide were given. ‘The temperature con- 
tinued to spike to 103°F. almost daily, and his skin 
began to flake. He had no urinary symptoms except 
hesitancy; the urine was described as clear and dark 
yellow. During much of this time his fluid intake was 
low, and he vomited frequently. He complained of 
low-back pain, malaise and nausea. The back pain was 
also “well to the sides” but did not radiate and had 
no relation to urination. During the day before ad- 
mission he again had a shaking chill, with a tempera- 
ture spiking to 103°F., and complained of pain in the 
right shoulder and left hip. On the day of admission 
he complained of bilateral costovertebral-angle pain, 
malaise and nausea. Because of the continued symp- 
toms he was admitted to the hospital. 

Sixteen years before admission he had been hospi- 
talized for duodenal ulcer; since that time he had been 
free of ulcer symptoms. He had also been hospitalized 
for occlusion of the right brachial artery, acute enteri- 
tis, ligation and stripping of the right saphenous sys- 
tem, fourteen, three and two years before admission, 
respectively. The etiology of the brachial-artery oc- 
clusion was unknown. It was treated with dorsal sym- 
pathectomy on the right and section of the right an- 
terior scalenus muscle. All pulsations in the legs were 
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present fifteen years before admission; during the hos- 
pitalizations after that time, however, the femoral and 
popliteal pulses were recorded as present, and the dor- 
salis-pedis and posterior-tibial pulses as absent. He 
gave a history of chest pain on exertion for five or six 
years before admission that was not progressive. 

Physical examination revealed a well developed, 
well nourished man lying comfortably in bed. The 
skin was flushed and over the entire body was involved 
in a scaling rash. The chest was clear to percussion and 
auscultation; the heart was normal. No masses were 
found in the abdomen, but there was mild _ bilateral 
costovertebral-angle tenderness, with some tenderness 
over the left-kidney region on palpation anteriorly. 
The right brachial and radial pulses and both popli- 
teal and dorsalis-pedis pulses were absent. Rectal and 
prostatic examinations were negative. There was no 
peripheral edema, and aside from varicose veins the 
legs were normal. 

The temperature was 101°F., the pulse 95, and the 
respirations 23. The blood pressure was 100 systolic, 
70 diastolic. 

The urine on admission was normal except for a 
+ test for albumin and 8 red cells and 3 white cells 
per high-power field in the sediment. Subsequent 
urinalyses were similar; the white cells and red cells in 
the sediment were never over 8 per high-power field. 
Examination of the blood showed a hemoglobin of 
12.6 gm. per 100 ec. and white-cell count of 24,000, 
with 93 per cent neutrophils. On repeated examina- 
tions of the blood white-cell counts varied between 
31,000 and 11,300, with about the same differential 
count. The bilirubin was less than 0.2 mg. per 100 
cc. Agglutination reactions for brucella, typhoid H, 
typhoid O and paratyphoid A and B were negative. 
The Widal test was positive in a 1: 160 dilution. Blood 
cultures were negative at forty-eight hours, Stool cul- 
ture was negative for pathogens. Multiple urine cul- 
tures and one culture of prostatic fluid showed rare 
Proteus vulgaris, which was sensitive to chlorampheni- 
col. 

A roentgenogram of the chest revealed a prominent 
heart shadow in the region of the left ventricle. The 
aorta was moderately tortuous. A Graham test sug- 
gested impairment of function, Examination of the 
right femur and pelvis was negative ; the dorsal lumbar 
spine showed only minimal degenerative changes. 
The abdominal aorta was calcified and tortuous (Fig. 
1). The psoas-muscle shadows were not well seen, 
but they appeared grossly symmetrical. Definite masses 
were not recognized. 

During the first two days in the hospital the patient 
complained of pains in the right hip and on both sides 
of the back and occasionally in the left shoulder. The 
temperature ranged between 103.2 and 99°F., with 
what was described as a sinus tachycardia. Chlortet- 
racycline and Gantrisin therapy was continued until 
the sensitivities of the bacteria in the urine were re- 
ported, when chlortetracycline was discontinued and 
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chloramphenicol started. These drugs did not seem 
to alter the course. The right-upper-quadrant pain 
and joint symptoms subsided. The back pain continued 
and was most prominent on the left side. Ten days af- 
ter admission it was noted that “maximum tenderness 
is below the last rib on the left rather than in the left 
costovertebral angle.” He continued to have a “‘con- 
stant nagging” pain in the back, on the left below the 
ribs. For a single day he had recurrent episodes of 
shooting pain in the left groin that had completely 
disappeared the next day. The tissues in the left flank 
became a little “boggy” and slightly edematous. Pain 
in the back on the left, fever and malaise continued. 


Ficure 1. Lateral View of the Lumbar Spine, Showing 
Calcification within the Wall of the Abdominal Aorta. 
Arrows point to the-calcification. 


On the fourteenth hospital day the abdomen was 
somewhat distended, and there was definite evidence 
of peritoneal irritation. Later during the same day an 
operation was performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Outver Cope*; “The blood pressure was 100 
systolic, 70 diastolic.” For a man with the history and 
physical findings of an arterial disease, this was a sur- 
prisingly low blood pressure; one wonders whether it 
was an isolated determination. This leads one to think 
of an adrenocortical accident; the persistently high 
temperature in spite of adequate chemotherapy is also 
consistent with acute adrenocortical insufficiency. 

The laboratory data included the widely fluctuat- 
ing white-cell counts, which, of course, fit with the 
fever and point to an acute infectious process. The 
Widal test, positive in a dilution of 1: 160, I think, is 
considered borderline. Or is that completely nega- 
tive for typhoid infection? 


*Visiting surgeon, Massachusetts General Hospital. 
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I believe it is nega- 


Dr. BENJAMIN CASTLEMAN: 
tive. 

Dr. Cope: That the stool culture was negative for 
pathogens, I suppose, means negative for the salmo- 
nella group. Probably no other organism was sought 
unless the purpose of the culture was to search for a 
staphylococcus in view of the fact that the patient had 
had chemotherapy for some time. I doubt if the 
staphylococcus was considered because of the absence 
of diarrhea or other bowel symptoms. In addition the 
urine was cultured, I take it that the physicians were 
looking for infection in the left kidney or in the region 
of the left kidney such as a perinephritic abscess. 

Was the amylase determined? 

Dr. Maurice Fremont-Smitu: It was normal. 

Dr. Cope: When, in relation to the onset, was the 
test made? 

Dr. Fremont-SmitH: Two weeks after the onset. 

Dr. Cope: In pancreatitis, if it is measured as late 
as three weeks after onset, the amylase level may be 
back to normal. Was the eosinophil count done? 

Dr. CastLeMAN: I do not think so. 

Dr. Cope: I take it that the chemical contents of 
the urine were not analyzed. Was the 17-ketosteroid 
level determined? 

Dr. CastLEMAN: No. 

Dr. Core: Before we see the x-ray films I shall 
rapidly go over the conditions that are on my mind. 
The first one that I think of, because of the amount of 
arterial disease and the previous occlusion, is dissect- 
ing aneurysm, with hemorrhage into the flank. There 
was, however, too much fever, and the curious skin 
flaking does not fit. So at the present moment I tend 
to dismiss that diagnosis. 

A perinephritic abscess seems to be the most logical] 
infectious process. From the clinical description at 
the end it is obvious that the inflammatory process 
was largely retroperitoneal with the symptoms and 
signs localized to the flank—tenderness, the develop- 
ment of edema and the transient but significant groin 
pain. Perinephritic abscess must have been in the 
minds of the examiners or certainly of the physician 
who wrote up this record because of repeated reference 
to the urinary findings. 

Pancreatitis can fool us, but the absence of pain at 
onset is not the usual way for pancreatitis to start. On 
the other hand pancreatitis commonly gives rise to a 
retroperitoneal abscess as a late complication. The 
abscess occasionally points to the groin—gravitating 
out retroperitoneally that way. 

The history of the ulcer, of course, may be a “red 
herring,” but perforated ulcer, perhaps in the lesser 
peritoneal cavity extending down posteriorly on the 
left side, should also be considered. 

I have alluded to the low blood pressure and the 
possibility of an adrenocortical hemorrhage. That oc- 
curred to me—I do not know just why. There was 
nothing in the original description of the patient to 
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suggest an adrenal tumor; therefore, the hemorrhage 
would have occurred in a normal adrenal gland, and 
I find no inciting cause of such a hemorrhage. 

Finally, if he had a dissecting aneurysm or a saccu- 
lar aneurysm in the aorta, the aneurysm or blockage 
must have been below the renal artery because of the 
continued output of urine. May I ask Dr. Wyman to 
show us the x-ray films? 

Dr. Stantey M. Wyman: These films were select- 
ed from a number of examinations. The gall bladder 
is seen and does function although it is less dense than 
usual, The thoracic spine and ribs appear within nor- 
mal limits except for the scoliosis, and the right upper 
femur appears quite normal. The heart shadow is 
prominent in the region of the left ventricle and the 
aorta is quite tortuous. 

Dr. Core: Why is the left leaf of the diaphragm a 
little higher than the right? When was that film 
taken? 

Dr. Wyman: I think it was-taken early after ad- 
mission to the hospital. 

Dr. Cope: Would you comment on that left leaf 
of the diaphragm? 

Dr. Wyman: Fluoroscopic study was performed, 
and the diaphragm moved quite well at the time of 
the original examination. I saw the patient on two 
occasions, Later on, I believe, fluoroscopic study 
was made by another examiner, and I do not know 
how well the diaphragm moved then. I do not think 
there was a significant limitation of motion. 

Dr. Fremont-Smiru: It moved normally. 

Dr. Core: He had shoulder pain on the right be- 
fore admission. Then he had acute shoulder pain on 
the left, which I interpreted as possibly referred pain 
from diaphragmatic irr;ation. 

Dr. Wyman: The later films in this region were 
taken after the pain developed in the costovertebral 
angle and below the level of the eleventh rib. The 
psoas-muscle shadow on the right is quite well seen; 
the right-kidney shadow is well outlined. On the left 
the psoas-muscle shadow is less clearly visible, and the 
left-kidney shadow is not as well outlined; however, 
if one takes into consideration the amount of fecal ma- 
terial that is overlying it, that may play some part in 
the picture. 


Dr. Cope: What was the date of that film? 
Dr. Wyman: It was taken two days later. 
Dr. Core: Here the psoas-muscle and kidney 


shadows are slightly better outlined. 

Dr. Wyman: That is correct. On the second ex- 
amination, the left psoas-muscle shadow appears 
wider than the right. The kidney is fairly well out- 
lined. 

Dr. Core: The kidney is consistently lower on the 
left than on the right in both films. Does it look as if 
the left kidney were displaced downward? 


Dr. Wyman: ! should not go that far. The left 


kidney may be somewhat lower than it usually is, but 
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I think that position is perfectly compatible with a 
normal position in relation to the left leaf of the dia- 
phragm. I do not think it is pushed down. 

Dr. Cope: You will not comment on the shadow 
except that it might be the overlying structures? 

Dr. Wyman: I think it is probably the fundus of 
the stomach. The abdominal aorta, which is quite 
well seen, is densely calcified at this level. 

Dr. Cope: Do you see the aorta on the antero- 
posterior film? 

Dr. Wyman: Not with certainty. 

Dr. Corr: I should not be surprised if this was a 
dissecting aneurysm, but I shall have to exclude the 
diagnosis because there was too much fever and too 
many signs localized in the left flank with evidence 
of retroperitoneal infection. I suspect the region of 
the left kidney, and the most logical diagnosis is a 
perinephritic abscess. There was no history of previ- 
ous boils or infection, and I am uncertain what the 
flaking of the skin that developed later means. The 
flaking of the skin may have been present earlier, with 
some portal of entry of organisms that gave rise to a 
blood-borne infection. I am not satisfied with the or- 
ganism that was found in the urine; P. vulgaris is not 
too uncommon in the urine. I am not at all sure that 
the patient had not had pancreatitis, with a gradual 
breakdown and a retroperitoneal abscess, which was 
the reason for the operation. Perforated ulcer cannot 
be excluded because anybody who has had an ulcer 
history in the past can have ulceration later, perhaps 
as a concomitant to infectious disease, that goes on to 
perforation. I should not be surprised if we found 
that to have been the origin of the retroperitoneal in- 
flammation and abscess. 

The last one is the hardest one to deal with—that 
is, the question of an adrenal hemorrhage. The major 
point that delays me is that the blood pressure, al- 
though low, was really not as low as it should have 
been with adrenal insufficiency; however, I am not 
sure that he had not had an adrenal hemorrhage, with 
resulting diaphragmatic and retroperitoneal complica- 
tions, 

Dr. S. Perer Sarris: Was a barium-enema exami- 
nation done? 

Dr. Wyman: It was noncontributory. 

A Puysician: Was an electrocardiogram taken? 

Dr. Fremont-Smiru: Not at this time. 

A Puysician: Was there any bone disease? 

Dr. CastLeMan: No. 

A Puysician: Was a pyelogram taken? 

Dr. CasTLEMAN: No. 

A Puysician: Was retroperitoneal air injected to 
see if the mass could be outlined? 

Dr. CasTLEMAN: No. 

A Puysician: What were the previous blood- 
pressure levels? 

Dr. Fremont-Smiru: They were always normal. 
A Puysician: Were blood cultures done? 
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Dr. CasTLEMAN: Yes; they were all negative. 


Dr. Fremont-Smith, would you tell us the opinion 
before operation? 


Dr. Fremont-Smitu: The beginning of the illness 
was extraordinary; I do not think any of us can ex- 
plain it. The patient had a sore throat and then he 
had a rash from his waist down that looked like a 
scarlet-fever rash. There was nothing above the waist. 
The throat looked pink and perfectly innocent, and 
the tongue was perfectly normal. Later on the rash 
came up over the abdomen and arms, and the peeling 
of the skin occurred later. The whole picture sup- 
ported the diagnosis of a streptococcal infection. One 
could have called this scarlet fever except that he 
did not have a high initial fever or symptoms or signs 
of sore throat. He felt quite well. He came into my 
office and said that he had a sore gland under the left 
mandible. I could not feel this gland, and because | 
thought he was all right I permitted him to go to the 
country, where he had shaking chills and fever, with 
a temperature of 104°F. The local physician gave 
him many antibiotics and said he thought that there 
was some kidney trouble. The patient returned to 
Boston with a little pain in the left flank. I examined 
the urine and found a few white cells and 1 pus cast; 
I sent him to the hospital with the idea that he had a 
urinary infection. If Dr. Cope had been right beside 
the bed, I am sure he would have been as confused as 
he was standing here. 


Dr. FLetcuer H. Corsy: I think Dr. Cope is to 
be complimented on his summation of the facts that 
he has been given. He came nearer the diagnosis 
than we did. The fact that the patient was operated 
on by Dr. Arthur W. Alien and me showed the uncer- 
tainty that we had about making an accurate diagno- 
sis in this case. The significant thing to us the morn- 
ing of operation was that for the first time this man 
had evidence of a definite peritoneal irritation. We 
believed that he probably had retroperitoneal sepsis, 
perhaps a perinephritic abscess although there were 
certain findings that were against that. We were un- 
certain about what the sepsis was, but we were wor- 
ried that it might rupture into the peritoneal cavity. 
We decided that now was the time to operate al- 
though we had postponed operation for quite a num- 
ber of days. 


When the tissues in the left flank were incised, defi- 
nite edema of the subcutaneous tissue and the under- 
lying muscle was found. The perirenal capsule was 
exposed and opened and was perfectly normal in 
every respect. The kidney was partially exposed— 
enough so that we were sure that there was no abnor- 
mality of the left kidney. The dissection was then 
carried down into the pelvis. Near the iliac vessels 
and near the psoas muscle we found a cavity in which 
there was thin, foul-smelling pus. We were satisfied 
that we had found the source of the elevated tempera- 
ture but were uncertain about the exact nature of it. 
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When a finger was inserted in the cavity to put a drain 
down into the bottom of it, there was a tremendous 
gush of blood. In the bottom of the cavity there was 
some old blood clot. The hemorrhage was profuse, 
but it was easily controlled with a pack. When the 
pack was removed there was no further bleeding, but 
we did put Gelfoam in the bottom of the cavity and 
left a pack in. 

Dr. Core: Was that below the kidney and in front 
of the renal fascia? 

Dr. Cosy: It was below the kidney and well be- 
low the renal fascia, immediately medial to the psoas 
muscle itself. 

Dr. CasTLEMAN: Come down and have a second 
chance, Dr. Cope. 

Dr. Copz: One would have to assume that the 
blood was the primary lesion, because otherwise I do 
not think it would have hemorrhaged at the bottom. 
The second thing is the sore throat, which Dr. Fre- 
mont-Smith described but was not mentioned in the 
record; that explains the origin of the temperature 
and the rash—the patient must have had streptococ- 
cal disease, and that was the secondary invader in a 
hematoma. 

Where did the hematoma come from? It was pre- 
sumably a vascular accident. The hematoma was be- 
low the kidney and did not, until the very last, inter- 
fere with the abdominal cavity and its contents; there- 
fore, it did not come from one of the mesenteric ves- 
sels but was clearly retroperitoneal. It could have 
come from a branch of the aorta such as the lateral 
sacral artery, but presumably it came from the aorta 
itself below the inferior mesenteric artery, perhaps 
near the bifurcation. That would explain the changes 
in the legs. I believe, therefore, that this was a rupture 
of an aneurysmal sac in the lower end of the aorta. 


CLINICAL DIAGNOSIS 


Retroperitoneal sepsis, ?perinephritic 
abscess. 


Dr. OLIVER CoPE’s DIAGNOSES 


Before operation: 
?Perinephritic abscess. 
?Adrenal hemorrhage. 
After operation: 
Rupture of aneurysm of lower aorta. 
Secondary streptococcal infection of hematoma. 


ANATOMICAL DIAGNOSES 


Streptococcal infection of arteriosclerotic aneurysm 
of abdominal aorta, with rupture into retroperi- 
toneal space. 

Arteriosclerotic aneurysms of iliac arteries, with oc- 

clusion of right. 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


PATHOLOGICAL DISCUSSION 


Dr. CastLeMAN: At the time of operation a cul- 
ture was taken from the thin, purulent pus, and a 
pure culture of hemolytic streptococcus was ob- 
tained. The patient did not survive long after the 
operation. 

Dr. Cotsy: He died that evening. 

Dr. CasTLEMAN: At autopsy we found that the 
kidneys were normal and that the cause of the hemor- 
rhage was, as Dr. Cope suggested, rupture of an arte- 


riosclerotic aneurysm of the abdominal aorta just 
above the bifurcation. Both iliac arteries had also 
arteriosclerotic aneurysmal dilatations; the right was 
completely occluded by an old organized thrombus 
(Fig. 2). The rupture occurred through the posterior 
wall of the aneurysm, close to the vertebral body. The 
aneurysm must have oozed slowly but was probably 
not completely perforated until the time of the opera- 
tion. 


Ficure 2. 
2 


516 


On microscopical examination the entire wall of the 
aneurysm and of the clot itself, which was old, was 
packed full of streptococci. The probable sequence 
of events was first an erysipelas or a scarlet-fever skin 
disease, with streptococcal infection that produced the 
bacteremia; then the organisms were caught in the 
arteriosclerotic aneurysm full of old blood clot, and 
the sepsis in the aneurysm led to the perforation. Fur- 
ther evidence for the same bacteremic process was 
found in another portion of the aorta, Just above the 
aortic valve were small] arteriosclerotic plaques, with 
ulcerations and mural thrombi, which were also in- 
fected with streptococci. 

A Puysician: Why was the blood culture nega- 
tive? 

Dr. CastLeMAN: That is not surprising in a pa- 
tient who had received so much antibiotic treatment. 


CASE, 40332 


PRESENTATION OF CASE 


A sixty-three-year-old housewife was admitted to 
the hospital because of a “pulling sensation” of the 
right thigh. 

The patient first noted “an uncomfortable pulling 
sensation” in the posterior aspect of the right thigh 
about eight months previously. The discomfort be- 
gan after she sat for half an hour or so and was espe- 
cially noted when she drove a car, It had never caused 
pain, caused her to limp or bothered her at night. 
There had been no noticeable increase in the size of 
the thigh. She denied trauma to this area. 

Physical examination revealed a slightly obese wom- 
an lying comfortably in bed, Examination of the 
lungs, heart, abdomen and pelvis was negative. Just 
inferior to the right inguinal ligament was a firm, 
fixed, deep-seated mass, palpable from the middle of 
the anterior surface of the thigh medially to a point 
where it disappeared behind the adductor muscles. 
It was just palpable behind the hamstring muscles. 
The boundaries of the mass were indistinct, although 
the size was estimated at approximately 10 cm. in 
diameter. The subcutaneous veins of the thigh were 
more prominent over the femoral aspect of the mass. 
There was no change in temperature over the mass 
and no apparent pulsations. There was no edema of 
the skin of the extremity. There was no pain on mo- 
tion of the right lower extremity except on compres- 
sion of the mass from hyperflexion. 

The temperature, respirations and pulse were nor- 
mal. ‘The blood pressure was 134 systolic, 76 diastolic. 

Urinalysis was negative. Examination of the blood 
disclosed a hemoglobin of 13.2 gm. per 100 cc. The 
white-cell count was 6700, with a normal differential. 
The alkaline phosphatase was 1.6 units, the blood 
calcium 9.0 mg., and the phosphorus 3.2 mg. per 100 
cc. A roentgenogram of the chest was normal. Roent- 
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genograms of the pelvis and right hip showed slight 
demineralization of the pelvis; otherwise, no abnor- 
mality was noted in the pelvis or upper right femur. 
There was a soft-tissue mass, about 10 cm. in diam- 
eter, medial to the upper portion of the shaft of the 
right femur, just below the right inguinal ligament 
(Fig. 1). It was well circumscribed, rounded and less 


Ficure 1. 


Anteroposterior View of the Upper Thigh. 


Note the large, well vircumscribed, relatively radiolucent 
mass, which shows calcification of its proximal portion and 
along its periphery. 


dense than the surrounding tissue, The superior por- 
tion showed areas of irregular streaks and patches of 
calcific density, some of which appeared ossified. In 
the lateral view the mass appeared separate from 
the bone. 

On the third hospital day an operation was per- 
formed. 


DIFFERENTIAL DIAGNOSIS 


Dr. GrantLtey W. Taytor*: Since this is a tumor 
that is visible in the x-ray films, we might look at the 
films now. 

Dr. Joun F. Grsnons: There is a fairly well cir- 
cumscribed mass medial to and overlying part of the 
upper femur. The lateral view shows that it is anterior 
to the femur. The density of the tissue that makes up 
this abnormal mass is less than that of the surround- 
ing normal tissue. ‘There is a collection of calcifica- 


*Visiting surgeon, Massachusetts General Hospital. 
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tion, which is somewhat reticulate in character, at the 
top edge of the mass. The surrounding bones look 
normal, I do not see any other mass in the pelvis. 

Dr. Taytor: The x-ray report mentioned that 
some of the calcified material appeared to be ossified. 
Would you clarify that point? 

Dr. Gissons: I assume that the radiologist who 
interpreted the films thought that the architecture of 
the density in the upper portions of the mass resem- 
bled trabeculae and thus said it might be ossified 
rather than merely calcified. I am not at all sure 
of that. 

Dr. TayLor: The chest films were normal. 

Dr. Gipsons: Yes. 

Dr. Tayitor: The history is not profoundly signifi- 
cant. The main points are that for eight months this 
elderly woman had noted symptoms that were not 
very severe, that she never complained of pain but 
had an uncomfortable pulling sensation, that this dis- 
comfort had not occurred at night and that she had 
had no histery of trauma. Physical examination re- 
vealed a tumor that was palpable in the thigh medially 
and extended around posteriorly, I think a short cut 
to diagnosis is to say that the tumor mass in the proxi- 
mal thigh in this sixty-three-year-old woman was a 
localized disease, not a general disease, for she was 
in otherwise very good condition. 

What are the possible and probable explanations for 
a tumor in this area that presents some calcification? 
I suppose that, if I am to make a broad sweep, I must 
say that tumors with areas of calcification may follow 
trauma, the conspicuous one being an ossifying or cal- 
cifying hematoma. After a hemorrhage of any sort 
calcium may be deposited in the area of clot. There 
was no trauma in this history. If she had trauma 
severe enough to cause hematoma resulting in this 
calcification I suppose that she would have recalled 
it. Also, calcification occurs with various low-grade 
traumas. Calcification is present in relation to bursas 
and to old arthritic processes about joints. Singularly 
enough, she had been free of any arthritic process in 
this area, and certainly there was nothing to suggest 
an antecedent or coincident bursitis, which might 
have accounted for this picture. It seems that I can 
dismiss trauma of any kind as a probable explanation. 

I shall therefore consider the possibility of infection 
in the soft tissue. The first one I think of is tuber- 
culosis. Calcification is seen in relation to old foci of 
tuberculosis. Certainly, nothing about this picture 
raises the question of an old, chronic tuberculous in- 
fection or of other types of infection that would give 
rise to a large mass, with calcification, Without elab- 
orating further, I shall dismiss infection and concen- 
trate on the problem of tumor in this patient. 

A definite tumor, with some sensation that may 
have been perhaps due solely to this mass, was de- 
scribed. One condition that, perhaps loosely, comes 
into the field of tumor is aneurysm. Nothing was said 
about the pulses in the foot, and no pulsation was 
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described in relation to the tumor; I think that, if 
we saw a similar tumor in an abdominal film and 
palpated a tumor in the abdomen, we should raise 
the question of an aneurysm in the abdominal aorta. 
However, I do not think an aneurysm of this extent 
in this area would be present without some associated 
findings either in the history or on physical examina- 
tion. 

I shall focus my attention on true tumors — benign 
and malignant. The duration, which was not long, 
does not preclude malignant tumors. If the tumor 
had been present for fifteen years I should be justified 
in saying that it was obviously benign or benign with 
recent malignant transformation. What sort of malig- 
nant tumors occur in elderly women? ‘The commonest 
by all odds in metastatic carcinoma. Conspicuously, 
this was a large, single mass, with no other physical 
finding. It is most unusual for metastatic carcinoma 
to behave in this fashion, Moreover, I think if the 
patient had metastatic disease of this extent, there 
would have been some discoverable primary focus. 

What primary malignant soft-tissue tumors appear 
in this area? Fibrosarcoma is probably the common- 
est. The age of the patient does not preclude fibro- 
sarcoma although most of them occur in younger per- 
sons. Hemangiosarcomas are rare; they may have 
areas of calcification in them. Synovioma, a relatively 
rare malignant tumor, is usually found near a joint 
and frequently has in it areas of calcification of an 
irregular sort. I think that must be considered a pos- 
sibility in this case. 

Bone tumors of large extent in the vicinity of the 
hip are chondrosarcomas or osteochondrosarcomas 
and quite commonly occur in elderly patients, pre- 
sumably as a transformation of a pre-existing benign 
~hondroma. Since this mass conspicuously did not 
involve or implicate the bone, I can rule out chondro- 
sarcoma as well as the other forms of primary bone 
tumor. 

I come without too much circumlocution to the 
problem of benign tumors that may contain areas of 
calcification — fibromas, lipomas, neurofibromas and 
so forth. Almost any benign tumor may present areas 
of calcification as a result perhaps of minor hemor- 
rhages with changes in the tissue. I do not think I 
can go farther than that in the general discussion. 
When I examine these x-ray films I note with interest 
that the tumor appears to be encapsulated or smoothly 
rounded, with definite margins, and that, in contra- 
distinction, the parts of tumor not calcified have a 
higher radiolucency than the surrounding tissue. Radi- 
ologists have pointed out for years that a tumor with 
increased radiolucency contains fat. I think, there- 
fore, that this patient very probably had a lipoma in 
the vicinity of the hip and that at some time or other 
there had been changes in it — perhaps hemorrhage, 
with the deposition of calcium. The operation was 
probably an exploration and biopsy. I should be in- 
clined to suggest to such a patient that she keep such 
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a tumor, assuming the diagnosis of lipoma is correct, 
rather than subject her to an extensive and possibly 
damaging operative procedure. 

Dr. FLercuer H. Corsy: Did this mass have the 
characteristic feeling of a lipoma? 

Dr. Ciaupe E. Wetcu: The tumor felt very hard, 
as one might have guessed from the calcification. It 
was also extremely fixed; it was impossible to move it 
on the bone. The mass had displaced the femoral 
vessels medially, but the vessels appeared to be en- 
tirely normal. Pulsations distally were also normal. 

Dr. Taytor: Dr. Colby, about the consistence, I 
should say that a mass deep seated in a fat woman’s 
buttocks would be very hard to characterize, other 
than to say that there was a mass. 

Dr. Benjamin CastLeMAN: Dr. Welch, would you 
tell us your opinion before operation ? 

Dr. Wetcu: Dr. Wilma J. Canada, who looked at 
these x-rays films, told me that this was a benign 
lipoma, but our preoperative discussion concerned the 
possibility of a true lipoma or a liposarcoma, The rel- 
atively short duration of the symptoms, the fact that 
the mass was so firmly fixed and the rather irregular 
calcification throughout it led me to believe that it 
was possibly a liposarcoma, I am sure the main rea- 
son I made that preoperative diagnosis was that I had 
never been able to make it before and probably never 
would be able to make it again. Also, not sharing Dr. 
Taylor’s reluctance to advise operation, I thought it 
best to remove the tumor. It came out without any 
undue difficulty and with no damage to any structure. 


CLINICAL DIAGNOSIS 
Liposarcoma of thigh. 


Dr. GRANTLEY W. TAYLOR’S DIAGNOSIS 


Lipoma of thigh. 


ANATOMICAL DIAGNOSIS 


Lipoma of thigh, with metaplastic ossification. 


PATHOLOGICAL DISCUSSION 


Dr. CastLeEMAN: The tumor, as predicted, was 
made up primarily of fat, with many calcified areas 
scattered throughout. Many of these areas were red, 
and we thought some of them might be not only 
bone but actually marrow. Microscopical examination 
showed that this was a benign lipoma with foci of 
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true bone scattered throughout the tumor and also 
good cartilage in places. There was no evidence of 
marrow. Some pathologists, when finding fat, bone 
and cartilage, might term the tumor a benign mesen- 
chymoma since more than one mesenchymal element 
is present. I prefer to call it a lipoma, with foci of 
metaplastic bone and cartilage formation. This may 
occur whenever there is destruction of tissue and 
young connective tissue is forming and, in turn, de- 
veloping into bone and cartilage. Dr. Petersen took 
some interesting x-ray films of the specimen; will you 
demonstrate them, Dr. Gibbons? 

Dr. Grssons: In the films of the specimen one can 
be more sure that there are actually bone trabeculae. 
This film (Fig. 2) was made with the tumor enclosed 


Ficure 2. X-Ray Examination of the Specimen, Which Has 
Been Placed in Water, Showing Its Decreased Density Com- 
pared with Water, Indicating the Presence of Fat. 


in a bag filled with water to show the decreased den- 
sity of the fat compared to the density of water, which 
is equivalent to normal tissue density; it also enhances 
the appearance of the calcification. 
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PUBLIC HEALTH IN CHRONIC DISEASE 

For his Cutter Lecture, published in this issue of 
the Journal, Dr. Thomas Parran chose the subject 
“Contributions of Public Health to the Control of 
Chronic Disease.” He is particularly qualified to treat 
this topic, for as Surgeon General of the United States 
Public Health Service for twelve years he has admin- 
istered an agency that has probably had as much to do 
with the control of chronic disease as any institution 
that could be named. 

Commissioned an officer in the United States Public 
Health Service in 1917, Dr. Parran remained in serv- 
ice with the Government until his appointment as 
Health Commissioner of the State of New York in 
1930. In 1936 he returned to the Public Health Serv- 
ice as Surgeon General and remained in that post 
until 1948, when he became dean of the University of 
Pittsburgh Graduate School of Public Health. He has 
represented the United States on the interim com- 
mission of the World Health Organization and on the 
directing council of the Pan American Sanitary Bu- 
reau. He is a past president of the American Public 
Health Association, a trustee of the Rockefeller Foun- 
dation and a member of numerous other national and 
international professional organizations. He is the 
author of Shadow on the Land (1937) and Plain 
Words about Venereal Diseases (1941) 

In this seventieth Cutter Lecture Dr. Parran recog- 
nizes chronic disease for what it is: the cumulative 
aftermath of most, if not all, of the serious afflictions 
known to medical science. He therefore wisely stresses 
the impossibility of studying chronic disease as a unit. 
To do so would be like studying the “tides of Massa- 
chusetts Bay as an isolated phenomenon unrelated to 
the larger planetary, gravitational and astronomic 
forces that produce them.” In these words Dr. Parran 
paid tribute to an illustrious name in Boston, that of 
Dr. Oliver Wendell Holmes. In a lecture to the Mas- 
sachusetts Historical Society delivered before the 
Lowell Institute on January 29, 1869, Dr. Holmes* 
remarked: 

A geographer who was asked to describe the tides of 
Massachusetts Bay, would have to recognize the circum- 
stance that they are a limited manifestation of a great 
oceanic movement. To consider them apart from this, 
would be to localize a planetary phenomenon, and to 
provincialize a law of the universe. 

What was agreeable rhetoric in 1869, requiring no 
more than an unspoken acquiescence on the part of an 
audience nodding under the gaslight, becomes an awe- 
some reflection in 1954. Today, when there seems to 
be so little time for nodding, Dr. Parran has given 
fresh life to the words of the little professor, empha- 
sizing that “The problem of public health is even 
more difficult than the study of tides since one is 
dealing neither with recurring nor with static phenom- 
ena, but with dynamic change, with nonrecurring 
movement as science progresses and social concepts 
broaden.” 


In Medical 


Medical in Massachusetts. 
Pp. 312-369. 


*Holmes 
Essays 1842- 1982. Was pp. Boston: Houghton Mifflin, 1883. 
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OPERATION ALERT 


Tue Massachusetts Civil Defense Agency, under 
the expert direction of Colonel John J. Maginnis, 
has published in a July issue of Civil Defense News an 
analysis of its own part in the first nation-wide prac- 
tice alert, held on June 14 and 15. 

Public participation and co-operation were gratify- 
ing, being considered nearly 100 per cent satisfactory. 
The results otherwise, however, although conspicu- 
ously good so far as willingness and effort are con- 
cerned, are considered as representing only a good 
start toward the ultimate degree of organization that 
must be achieved. 

Improvement, according to this analysis, is neces- 
sary in the simplification and streamlining of opera- 
tions at control centers, in a better inventory of 
available personnel and supplies and their location, 
and in plans for their speedier movement. There is 
also need for a quick appraisal of what remains of 
an original inventory after a bomb burst. 

A well organized civil-defense setup in towns and 
cities adjacent to a bombed area was shown to be 
particularly important, especially in the municipali- 
ties of the 15-mile and 20-mile radiuses. Greatly in- 
creased personnel, better warning signals and much 
more effective and detailed organization are needed 
in the communities of these areas, for they are the 
ones from which first aid must be forthcoming. They 
are the hills unto which the eyes of the stricken city 
will first be cast, and must answer the question, 
“Whence cometh my help?” 

The most important question that remains to be 
answered is what the inhabitants of a forewarned city 
are to do in the event of an expected attack; whether 
to evacuate or seek shelter. Obviously, the time 
available for action is the important factor in making 
such a decision, but clear instructions on this point 
must sooner or later be issued, in unmistakable terms. 


ARMY MEDICAL EDUCATION 


AcTING on a request from the Army Medical Serv- 
ice, the National Research Council of the National 
Academy of Sciences organized in June a new com- 
mittee on Army Medical Education. This committee, 
replacing the former Advisory Committee of the Army 
Medical Service Graduate School, will include in the 
scope of its activities the education and training prob- 
lems of the entire Army Medical Service, as well as 
serving in an advisory capacity to the surgeon general. 

Thoroughly representative, the committee includes 
in its membership Dr. Dean A. Clark, general director 
of the Massachusetts General Hospital, as chairman; 
Dr. Joseph M. Hayman, Jr., dean of Tufts College 
Medical School; Dr. Franklin C. McLean, University 
of Chicago; Dr. John H. Mulholland, Department 
of Surgery, University of Pennsylvania; Dr. Grant 
Taylor, Graduate School of Medicine, University of 
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Texas; Dr. Gaylord W. Anderson, University of Min- 


nesota; and Dr. Tom Bradley, National Research 


Council, as executive secretary. 
The committee will serve three important functions: 


To determine, analyze and evaluate those professional 
and technical fields where civilian developments must be 
supplemented to meet the requirements of national defense. 

To review the professional and technical programs in 
the Army Medical Service, to determine whether or not 
they adequately meet the professional and technical needs 
for defense. 

To review educational methods and career patterns 
being employed by the Army Medical Service, to deter- 
mine whether they are designed to produce the leadership 
and professional requirements for defense. 


The formation of such a committee for such pur- 
poses indicates an alert and progressive Army Medical 
Service, aware of its responsibilities and the broad 
front on which they must be met. 


TOBACCO COMPANY AIDS RESEARCH 


Tue National Institutes of Health, research agency 
of the Public Health Service of the United States De- 
partment of Health, Education and Welfare, is in 
receipt of an electron accelerator, the most powerful 
of its type. The 3,000,000-volt Van de Graaff genera- 
tor, the gift of the Liggett and Myers Tobacco Com- 
pany, was built in Cambridge, Massachusetts, in 1950, 
for an experimental program of the tobacco company. 
the nature of which was not stated in the release 
emanating from the Institutes. 

The 30-ton accelerator, which has been installed 
in the radiation wing of the 500-bed Clinical Center 
at the National Institutes of Health in Bethesda, 
Maryland, was accepted for the Government last 
March by Secretary Oveta Culp Hobby. It will be 
used, according to the release, for research on the 
radiochemical and biologic effects of x-rays and elec- 
tron energy, and can also be modified to produce 
short-lived radioactive isotopes. 


There is less activity at present in the publica- 
tion of medical books, than usual. Most of the 
re-publications of late are minor productions. We 
trust, however, that something excellent may be 
forthcoming for long winter evenings. 


Boston M. & S. J., August 23, 1854 


CORRESPONDENCE 


PSYCHONEUROSIS OR ORGANIC LESION? 


To the Editor: Psychiatry has done much that is good as 
well as much that is harmful. Physicians now have had 
enough experience to know that medical science cannot al- 
ways differentiate the symptoms that are interpreted as sub- 
jective psychoneurotic complaints and those that may later 
ecome objective. The early symptoms of doubtful organic 
origin are often indicative later of real organic disease, and 

this point should be emphasized in teaching programs, 
SarRAH PaRKER Wuite, M.D. 


Boston 


= 
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SPECIALISTS AND GENERALISTS 


To the Editor: 1 believe that the article by Dr. J. H. 
Means on the “Choice of Opportunities in Medicine” in the 
May 6 issue of the Journal contains some misunderstandings 
that need correction, as does a similar article of his pub- 
lished in the March issue of the American Practitioner. 

To me it is regrettable that every young student who 
graduates from medical school is called a physician and sur- 
geon, though actually he is a general practitioner (general- 
ist). This fact is recognized in Europe, where the prac- 
titioner is denied the right to call himself a specialist in 
medicine (internist) or in surgery (surgeon). 

f a medical graduate does not go into practice imme- 
diately but continues further special work in the field of 
medicine exclusively he may become a specialist in medicine 
—or similarly in the field of surgery—and upon entering 
practice may be expected to abstain from work in all other 
fields. As an internist he may further restrict his field to 
one of the subspecialties, but I believe that this is not pos- 
sible without a thorough knowledge of internal medicine as 
a whole, and that this applies equally to the subspecialties 
in surgery. 

There is a large field of work available for the specialist 
of medical diseases, as he can solve the majority of the 
diagnostic and therapeutic problems that confront the 
general practitioner. 

It is unfortunate that the value of the general prac- 
titioner and his important place have not been recognized, 
and it is just as bad for a practitioner to consider himself a 
specialist in medicine without proper qualifications. 

I think that the word “internist,” an unfortunate acquisi- 
tion from Germany, should be replaced by the designation 

“specialist in medicine.” The official German title of such 
a specialist is ““Facharzt fiir innere Krankheiten,” pertain- 
ing internal ailments only, exclusive of skin, eyes and so 
ort 

Dr. Means’s difficulty in outlining the place of an in- 
ternist can be understood partly because he has probably 
had no contact with socialized medicine. Under such a re- 
gime the role of a general practitioner is that of a highly 
trained medical clerk who is compelled to refer patients 
with serious or prolonged internal diseases to an internist. 

H. B. Ersenstapt, M.D. 
Port Arthur, Texas 


Note: The graduate fresh from medical school is a 
physician in the broad sense of the word; he is certainly 
not ready to be called, nor is he usually called, a specialist 
in medicine or a surgeon or, indeed, any kind of. practitioner 
until he has had considerably more training. — Ep. 


A NEW COMPLICATION OF LAST TRIMESTER 
OF PREGNANCY 


To the Editor: Since the end of World War II, it has 
become increasingly apparent that many private obstetric 
patients have an added anxiety, which stems from the un- 
certainty of the exact date of delivery. The increasing need 
for more certain information concerning the exact date re- 
lates to the professional convenience of the practical nurse 
whom resourceful patients have tentatively engaged to re- 
turn home with them after the greatly foreshortened lying- 
in period in the hospital. 

Obstetricians are no longer surprised that patients dis- 
cuss practical nurses at the time of the first prenatal visit, 
usually several weeks after a missed period. It is a surmise, 
and yet possible, that the missed period is planned in rela- 
tion to a specific nurse’s availability. 

As term approaches, the tensions previously alluded to are 
intensified by frequent telephone calls and even visitations 
from the practical nurse acquainting the prospective par- 
turient patient with the tight schedule. If nature, most un- 
kindly, does not prove helpful on the due date conscien- 
tiously calculated & the obstetrician seven or eight months 
previously, the sestinen nurse’s commitments to the pa- 
tient are, in many cases, terminated. Thus, the anxiety of 
the expectant mother is realized—she and the newborn 
infant are to be set afloat without the aid and direction of 
the solid, all-knowing and helpful skipper at the helm. 


BOOK REVIEW 


The obstetrician, once made aware of this disappoint- 
ment and frustration, will strike out to prevent the dilemma 
by attempting induction of labor, assuming that all require- 
ments for success are present—namely, the “ripened” cer- 
vix, engaged presenting part and absence of cephalopelvic 
dispro rtion. The obstetrician will often do so even at the 
cost of greater inconvenience to himself. Even then, nature 
may prove itself reluctant, and the patient is forced to re- 
treat from the hospital with added frustration, not to men- 
tion added expense. 

The situation deteriorates further when the patient thinks 
of the need for calling on relatives or friends whose response 
may be lukewarm or absent. 

At this point, the obstetrician attempts to bridge the gap 
by artful reassurance and ego-building technics, in the 
meantime wearing out his secretary by calling all the prac- 
tical nurses on his list. 

If the nursing situation has not been resolved on the final 
day of parturition, the patient is left bereft of excitement 
after the first post-partum day. She again realizes her re- 
sponsibilities and magnifies her own inadequacies, unaware 
that for generations babies have been born and _ reared 
without this added luxury, which for so many has assumed 
an exalted place in contemporary culture. 

The concept of this complication in late pregnancy was 
emphasized when a patient informed me recently that her 
baby must be delivered one week later than the anticipated 
date, for the practical nurse she hoped to have would not be 
available until then. 

If the psychiatrists are correct, how “rejected” the pre- 
mature and post-mature infants must be! 


Arcuig A, Aprams, M.D. 
Boston 


BOOK REVIEW 


Country Doctor: C. W. Larison, 1837-1910. Physician, 
farmer, educator, reformer. By Harry B. Weiss, Sc.D. 8°, 
paper, 235 pp., with illustrations. Trenton, New Jersey: 
New Jersey Agricultural Society. $2.50. 

This is the story of a rural physician who was a power in 
his community and had many interests aside from medicine. 
He first attempted to study medicine at the Pennsylvania 
College of Medicine in 1855, but gave up at the end of the 
first term because he believed that he needed further infor- 
mation about languages, mathematics, philosophy, litera- 
tare, natural history and other subjects. In 1861 he entered 
the Geneva Medical College, receiving his medical degree 
in 1863. 

During the period between the two medical schools he 
went to high school and college, taught school, began a 
nursery business and planted 6000 peach trees on his farm. 
He opened a private school in 1860 for specially chosen 
pupils. 

As a physician he was the typical country doctor of the 
period, beloved by all. He was the founder of the Ringoes 
Baptist Church in 1867. In 1874 he became professor of 
natural history at the University of Lewisburg, Pennsylva- 
nia, at an annual salary of $1400. This appointment was 
probably influenced by the reputation that he had ac- 
quired in the subject and by his experience in teaching in 
his private school, at the Ringoes Seminary, formerly the 
Amwell Academy, and as principal of the Flemington High 
School. In 1875 he founded the Academy of Science and 
Art in which natural science, mathematics, Latin, English, 
drawing, music and elocution were taught. He was a firm 
believer in the study of nature and geography in the field, 
and his students were taken on long and short trips over 
the countryside. 

As early as 1856 Dr. Larison became interested in spell- 
ing reform and gave much time to the subject; in 1881 he 
wrote his Elements of Orthoepy and in 1883 The Fonic 
Speller and Sylabater. In 1885 the Fonic Publishing 
House came into being, and thereafter ali his publications 
were issued from this press, which he owned and operated. 
The Journal of American Orthoepy, later the Journal of 
Orthoepy and Orthography published in Ringoes, New Jer- 
sey, first appeared in January, 1884. The Journal came to 


an end with the December, 1909, issue after an existence of 
twenty-six years. Four ephemeral magazines were pub- 
lished. As soon as one failed he began another. Ringoes 
was a monthly, devoted to the history of Ringoes, and the 
first number was issued in August, 1889. It ceased publica- 
tion with the twelfth issue, in March, 1890. The Journal 
of Health (Ringoes, New Jersey), which first appeared in 
January, 1891, ended its career in December, 1892. The 
Journal was followed in April, 1892, by The Spelling Re- 
former, also issued from Ringoes, for 12 numbers, giving up 
the ghost in March, 1893. 

While his Journal was expiring, Larison was planning 
another, Amwel: past and present, also printed at Ringoes 
in phonic orthography. The first number (January, 1910) 
was the only one published, the journal ceasing because of 
the author’s death. He was always short of cash and died 
a poor man. 

Larison’s bibliography is interesting, consisting of 5 peri- 
odicals and 24 books and pamphlets. Thus ends the story 
of a many-sided man, a successful, respected and beloved 
physician, who had outside interests. His overwhelming de- 
sire to reform spelling was prefigured as far back as Caxton 
(1490), Ben Jonson (1605), Jonathan Swift (1712), 
Thomas Spencer (1750), Benjamin Franklin (about 1760) 
and Isaac Pitman and A. J. Ellis, who devised their phono- 
typic alphabet in 1847. 


James F. BALLARD 


BOOK RECEIVED 


The receipt of the following book is acknowledged, and 
this listing must be regarded as a sufficient return for the 
courtesy of the sender. Books that appear to be of particular 
interest will be recieved as space permits. Additional infor- 
mation in regard to all listed books will be gladly furnished 
on request. 


Causality in Natural Science. By Victor F, Lenzen, Ph.D., 
a, of physics, University of California, Berkeley, Cali- 
fornia. 8°, cloth, 121 pp. Springfield, Illinois: Charles C 
Thomas, 1953. ‘$3. 00. (Publication No, 213, American 
Lecture Series.) 

This discussion of causality is extensive in scope, and there 
is a chapter on its applicability to biology. There is a bibli- 
ography of 91 titles and an index. 


NOTICES 


NATIONAL RESEARCH COUNCIL FELLOWSHIPS 

Applications are being accepted by the Division of Medi- 
cal Sciences of the National Research Council for post- 
doctoral research. The following program is announced for 
1955-1956: 

Fellowships in cancer research awarded by the American 
Cancer Society for study in all branches of the biologic, 
chemical and physical sciences (citizens of the United States 
are eligible). 

British-American exchange fellowships in cancer research 
awarded by the American Cancer Society to citizens of the 
United States for advanced study in Great Britain and by 
the British oer Cancer Campaign to British subjects for 
research in the United States. 

Fellowships in the medical sciences supported by the 
Rockefeller Foundation and Lilly Research Laboratories for 
researcu in the basic medical sciences (Rockefeller fellow- 
ships are open to citizens of the United States and Canada; 
Lilly fellowships are open only to citizens of the United 
States). 

Fellowships in tuberculosis granted by the National Tuber- 
culosis Association (citizens of the United States who are 
graduates of American schools are eligible ) 

Fellowships in radiologic (diagnostic) research supported 
by the James Picker Foundation (appointments are not 
limited to citizens of the United States). 

Applications for any of these programs must be submitted 
before December 10, 1954. Information may be obtained 
from the Fellowship Office, National Academy of Sciences- 
National Research Council, 2101 Constitution Avenue, 


N.W., Washington 25, D.C. 
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SOCIETY MEETINGS AND CONFERENCES 


Avoust 23. Consultation Clinic for Crippled Children in Massachu- 
setts. Page 1054, issue of June 17 

Avoust 17-20. Argentine Congress of Thoracic Surgery. Page 708, 
issue of April 22. 


Avucust 24. Course in Care of Atomic Casualties. Page 285, issue of 


August 12. 

EPTEMBER, 1954~May, 1955. Venereal Disease Research Laboratory 
Courses. Page 285, issue ‘of August 12, 
A haw eg 6-10. International Poliomyelitis Congress. Page 399, issue 
arcn 


Serremper 6-11. University of Illinois College of _. Annual 
Assembly in Otolaryngology. Page 1092, issue o' June 24 

Sepremper 6-11. American ongress of Physical Medicine and Re- 
habilitation. cage 246, issue of August 5. 

SepTeMBeER Nineteenth Annual Congr ss of the United States 
and ane ay Sec tions of the International College of Surgeons. Page 
828, issue of November 12. 


tag og 12-15. Second International Congress of Cardiology. Washi- 
ington 
Sepremper 13-15. American Association of Blood Banks. Page 968, 


issue of June 3. 

SepremBer 16-18. Annual Scientific Ses- 
sions. D. 

Serre MBER 24. Mississippi Valley Medical Society. Page 246, issue 
of August 5. 

Sertempber 22. Page 968, issue of 
June 3 

Serremser 24. American Medical Writers’ Association. Page 246, is- 
sue of August 5. 

Sepremser 30-Ocroser 2. Canadian Society for the Study of Fertility. 
Page 285, issue of August 12. 


win rrican Heart Association. 


New England Pediatric Society. 


| and December 3, 1954; Fesruary 4 and Aprit 1, New 

England Society of Anesthesiologists. Page 1054, issue of ed 2 

7 and 8. Pan-Pacific Surgical Association. Page 1092, issue 
o une 24 

Ocroser 8 and 9. Academy of Psychosomatic Medicine. Page 748, 
issue of April 29 

Ocroser af 15. American College of Physicians Course. Page 44, 
issue of July 

October 16 Occupational Therapy Association. Page 


1092, issue of June 2 
Ocroser 18-29, New York Academy of Medicine Graduate Fortnight. 
Page 44, issue of July 
ToBER 25-27, England Postgraduate Assembly. 
oston. 
Ocroser 25-30. 
of August 12. 
Ocroper 27. New England Obstetrical and Gynecological Society. An- 
nual Meeting. Hotel Somerset, Boston. 
Ocroper 27-29. Inter national Symposium on the Hypophyseal Growth 
Hormone. Page 1092, issue of June 2 7 
31-November American of Dental Medicine. 
e 968, issue of June 3 
OveMBER, 1954-May, 1955. Engineering Center Training Pro- 
grams. Page 122, issue of July 1 
NovemBER 3-5, ee Society for Crippled Children and Adults. 
Page 44, issue of July 1 
OvemBer 12 and 13. 
of June 3. 
OvemBeR 15-26. Laboratory Diagnosis of 
Page 246, issue of August 5. 
ecembBer 5. American Academy of Dental Medicine. 
of June 24. 


Hotel Statler, 


Course in Care of Atomic Casualties. Page 285, issue 


Institute 


Inter-Society Cytology Council. Page 968, issue 


Tuberculosis. (Course. ) 


Page 1092, 


issue 


a 8. New England , Pediatric Society, Page 968, issue of 
une 3, 
Decemser 13-17. Congress of Obstetrics and Gynecology. Page 748, 


issue of April 29. 
January 10-15, 1955. Course in Care of Atomic Casualties. 
issue of August 12. 
Marcu 7-12, 1955 
issue of August 12. 
May 4 and 5, 1955. 
of August 12. 
June 21-25, 1955. National Association for the Prevention of Tuber 
culosis. Page be, issue of March 25. 


Page 285, 


Course in Care of Atomic Casualties. Page 285, 


American Psychosomatic Society. Page 286, issue 


CALENDAR FOR THE WEEK BEGINNING THURSDAY, 
Aucust 26 


"8:00-8:45 a.m. Case Presentations. 

New England Deaconess Hospital. 

*9:00-10:00 a.m. Arthritis Grand Rounds. 
Hospital. 

10:30-11:15 a.m, 

a Member of the Joslin Clinic. 


Deaconess Hospital. 

"11:00 a.m.-12:30 p.m. Hand Clinic (Physical Medicine and Re- 
habilitation Service). Boston City Hospital. 

*11:00 a.m,.-12:00 m. Pediatric Conference. 
Cambridge. 

“11:00 a.m. Thoracic Conference. 
Hernia. Dr. Hugh Wilson. 
Brigham Hospital. 


Joslin Clinic. Joslin Auditorium, 


Robert Breck Brigham 


Lecture on Diabetes for Doctors and Patients by 
Joslin Auditorium, New England 


Mount Auburn Hospital, 


Unusual Types of Diaphragmatic 
Main Amphitheater, Peter Bent 


Au oust 27 
5 a.m. Case Presentations. 
et England Deaconess Hospital 
*9:30-11:30 a.m. Medical and Bargical Grand Rounds. Drs. George 
W. Thorn and Francis D, Moore. Main Amphitheater, Peter Bent 
Brigham Hospital. 


(Notices concluded on page xxv) 


Fripay, 
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Joslin Clinic. Joslin Auditorium, 
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For bronchial asthma, hay fever 
and other allergic conditions 


ADVERTISING SECTION 


Searle Announces Hyadrine* 


EFFECTIVE: 
a. Formula is designed for maximal efficacy. 
b. Contains ingredients of established clinical 
value. 
c. Provides wide range of usefulness. 


Il. INDICATIONS—SYMPTOMATIC RELIEF 
FOR: 
a. asthma e. urticaria 
b. hay fever f, contact dermatitis 
c. allergic rhinitis x. atopic dermatitis 
with and without h,. physical allergy 
asthma i. eczematous 
d. drug reactions dermatitis 


Il. RATIONALE: 

a. Diphenhydramine, Searle, 37.5 mg. Anti- 
histaminic of recognized high potency and 
extensive clinical background. 

b. Aminophyllin, Searle, 150 mg. Widely used 
bronchial relaxant. Central nervous stimu- 
lating action offsets the soporific effect of 
diphenhydramine. 

c. Racephedrine hydrochloride, 25 mg. Poten- 
tiates action of Aminophyllin and diphen- 


hydramine. Central nervous stimulation fur- 

ther minimizes antihistamine side effects. 
d, Drugs in Hyadrine regarded as most effective 

in pollen hay fever accompanied by asthma, 


IV. RECOMMENDED DOSAGE: 

a. Adults: one or two Hyadrine tablets three 
or four times daily, depending upon indi- 
vidual requirements. 

. Children: 50 to 100 pounds, one-half to one 
tablet every four hours; for children under 
50 pounds reduce dosage accordingly. 


V. PRECAUTIONS: 

a. Some few patients may experience drowsi- 
ness from diphenydramine in spite of stim- 
ulation from Aminophyllin and racephed- 
rine. They should be warned against driving 
automobiles and similar pursuits. 

. Because of its racephedrine hydrochloride 
content, Hyadrine should be used with cau- 
tion in patients with hypertension, organic 
heart disease, thyrotoxicosis or diabetes 
mellitus. 

G. D. Searle & Co., Research in the Service of 
Medicine. *Trademark of G. D. Searle & Co. 
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If you could “take apart” 
droplet KONDREMUL 


mineral oil emulsion... 


... you would tind it 
different because 


each microscopic oil globule is encased in a tough, 
indigestible film of Irish moss for perfect 
emulsification and complete mixing with the stool. 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS 


for chronic constipation 


KONDREMUL Plain —containing 55% highly penetrant... highly demulcent... 
mineral oil; bottles of 1 pt. highly palatable—no danger of oil 
Also available: KONDREMUL With leakage or interference with absorption 
Cascara (0.66 Gm. per tablespoon), of nutrients when taken as directed 
bottles of 14 fl. oz, KONDREMUL 
With Phenolphthalein (0.13 Gm. THE E.L. PATCH COMPANY 


per tablespoon), bottles of 1 pt. STONEHAM, MASSACHUSETTS 


= 
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has two aspects 


relieves both aspects of pain 


physical—because it provides the combined 
analgesic effect of acetylsalicylic acid 

and phenacetin, potentiated by amobarbital, 
psychie—because it provides the mood- 
ameliorating effect of Dexamyl* (Dexedrinet 
and amobarbital). 


Formula: Each “Daprisal’ tablet contains ‘Dexedrine’ 
Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; 
amobarbital, '2 gr. (32 mg.); acetylsalicylic acid, 

2% gr. (0.16 Gm.); phenacetin, 2% gr. (0.16 Gm.). 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat Off. 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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diarrhea... 


Kaope ctate 


‘Vrademark Reg. U.S. Pat. Of. 


in an aromatized and carminative 
vehicle 


Available in bottles of 10 0z. and 
1 gallon 


The Upjohn Company, Kalamazoo, Michigan 
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@ays treatment... 


D Initial 
Sy tal Dose Improve; 

before 
ACTH 48 hr 
24 hrs. 48 
48 hrs. 
96 hrs. 


Complete 
Relief Remar 


96 hrs. Gay & 
96 hrs. Gay & 
72 hrs. Gay & 
48 hrs. | Falk, Allen 
3% days | & Benne 


IN POISON IVY 


In contrast to customary measures, 
almost uniformly dependable 
improvement in poison ivy 
dermatitis is found when 


poison oak. Suppression of the acute 
symptoms is gratifyingly quick and 
thorough, and the patient’s 
agonizing condition is dramatically 
changed into one of relief and 
well-being. 


HP*ACTHAR Gel is used. 
HP*ACTHAR Gel is equally / 
effective in dermatitis caused by 
é 
: ‘al 


Three days of treatment, implying 
a small total dose and economy, 
suffice as a rule. 


References: 1. Flood, J. H.: Bull. Guthrie 
Clinic 21: 3, 1951. 2. Gay, L. N., and 
Murgatroyd, G. W., Jr.: J. Allergy 23: 
215, 1952. 3. Falk, M. S., et al.: J. 
Invest. Dermat. 18: 307, 1952. 


BORATORIES 


xix 
+ 
4 
‘ : 
Gel is The | ur Labdratones Brand of 


ELECTROENCEPHALOGRAPHIC 
LABORATORY, INC. 
270 Commonweattu Ave., Boston KE 6-8100 


Electroencephalograms 
Electromyograms 


( ONIC IRRIGATIONS, 1 massage, 
diathermy. Beatrice M. Woods, 511 Bea- 
con Street, Boston, CO 6-8722. B80-16-tf 


PHYSICIANS’ Office FURNITURE. 
All standard lines, new. Used equipment 
from time to time. Convenient terms. Visit 
our showroom close by Veterans Hospi- 
tal, Ample parking, T. J. NOONAN Co., 
408 South Huntington Avenue, Jamaica 
lain (Boston 30), Mass. Phone JAmaica 
2-8700 for literature. Medical hospital, 
laboratory, sickroom supplies, B260-20-tf 


NISSEN’S INSTITUTE OF PHYSI- 
CAL THERAPY, 1126 Boylston Street, 
Boston, KE 6-1030. Cape Cod office, 
Route 28, West Harwich. Telephone Har- 
wich 984. B290-3-tf 


MAINE, “Undercliffe.” 
Guest house, spacious rooms, also cabin. 
kitchenette, bath. Half mile 
Rates upon request. Mrs. Harry 
Camden, Me., Box 235. 

B94-1-9% 


FOR SALE- Ideal deluxe whitestone 
5-story building. Auto parking. Facing 
Charles River. Heart of medical center. 
$65,000. Charles Worden, Sr., 298 Bea- 
con Street, Boston. Shown by appoint- 
ment. CI 7-8000, B91-25-tf 


4- DOCTOR'S OFFICE com- 
pletely equipped, in home. Air condi- 
Separate entrance. Excellent lo- 
in West Medford. Address A37, 
14-tf 


CAMDEN, 


‘Two-room 

to beach. 
Melching, 
Camden 2796, 


tioned, 
cation, 


New fing. J. Med. 


WANT ED.- _Office nurse. Part time or 


full time. Preferably one with obstetrical 
and gynecological experience. Address 
A107, New Eng. J. Med. 7-2t 


DE SIRABL E LOCATION, center of 
medical district, 15 Bay State Road. En- 
tire basement for rent for medica! offices 


KE 6-2270. B117-8-tf 


or laboratory. 


EXPE RIENC ED MEDICAL SEC RE- 
TARY desires position in doctor’s office 
in Newton or Wellesley. BI 4-1755 be- 
tween 4 and 7 p.m. B115-7-2t 


RADIOLOGIST, Board Certified, 
seeks part-time association in hospital or 
office practice in Boston or vicinity. Also 
available for locum tenens and weekend 
Address A95, New Eng. J. 

8-3t 


coverage. 


Med 


EW JOURNAL OF MEDICINE 


Aug. 19, 1954 


STORROW HOUSE 
(Former Storrow Estate at Lincoln, 
StTarrep AND OPERATED BY 
MASSACHUSETTS GENERAL HOSPITAL 
For nonpsychiatric ambulatory and semi-ambula- 
tory patients needing rest or convalescent facilities, 
CHARGES: $7.00 to $10.00 per day 
Transportation for visits to physician’s office pro- 
vide or information, call Lincoln 6-0343 or 
tata General Hospital Admitting Office 
A 


Mass. ) 


FOR SALE. Ideal location for profes- 
sional man for home and office. Deluxe 
suite facing Charles River, plus income. 
In heart of medical center. 
(harles Worden, Sr., 298 Beacon Street, 
Shown by appointment. CI 7- 

B90-25-tf 

FOR SALE Combine d home aa 
office on prominent corner in the New- 
tons. Excellent arrangement for* general 
practice or specialty. Suitable for two 
offices. Additional apartment available. 
Property in excellent physical condition. 
For further information, call BI 4-3427, 
evenings. Sundays, LA 7-5506. B111-6- oss 


Furnished. 


Boston. 
8000. 


MIL FORD, MASSAC HU SETTS. 

For sale on attractive terms, a stately resi- 
dence, formerly office and home of promi- 
nent physician. Admirable corner !oca- 
tion in professional neighborhood. Avail- 
able now for immediate occupancy. 
Splendid opportunity in prosperous town 
of 15,000 for general practitioner, spe- 
cialist, or clinic. Replies held in strict 
confidence by owner, Paul C. Duggan, 
136 Congress Street, Milford, Massachu- 
Phone Milford 197. B110-6-3t 


setts. 


FURNITURE New. Used 
Bought and sold. Desk 
115 Broad Street, Bos- 

B72- 22-tf 


OFFICE 
-Refinished. 
Clearing House, 
HU 2-1318. 


ton, 


UNIT ED LIMB § & BRAC E CO., vat 
manufacturers of artificial limbs. 61 sa 
over Street, Boston, CA 7-2183. B517-6-tf 


200-BED SUBURBAN HOSPITAL 
near Boston, all services, desires resident 
physician, graduate of an approved med- 
ical school only. Hospital fully approved 
and rated Class A. Salary commensurate 
with qualifications. Write stating qualifi- 
cations in first letter. Personal interview 
required. Reply to W. R. Amesbury, Ad- 
ministrator, The Waltham Hospital, 
Waltham, Massachusetts. B108-5-4t 


X-RAY TECHNICIAN desires _posi- 
tion in hospital. 5 years’ experience in 
both hospitals and private offices. Ad- 
dress A110, New Eng. J. Med. 8-It 


WANTED—Monthly accounts, prefer- 
ably to be done at my home. Address 
A109, New Eng. J. Med. 8-2t 


PROTEIN BOUND IODINE 
TOTAL IODINE 
FLAME PHOTOMETRY 


Immediate Service 


BOSTON MEDICAL LABORATORY 
Norpert — Joseru Benotti 
Directors 
t€ Bay State Roap, Boston 15, Mass. 
KE 6-0348 and 0533 


IF YOU ARE INTERESTED IN OR- 
GANIZING a medical group practice in 
Dorchester, call evenings, after 6 p.m., 
BI 4-0214 or address A102, New Eng. J. 
Med. 4-tf 


29-YEAR-OLD PHYSICIAN awaiting 
residency in orthopedics wishes tempo- 
rary position from October 1, 1954 to 
July 1, 1955. Experience: 3 years’ uni- 
versity surgery training, plus 2 years’ Navy 
general surgery and orthopedics. Address 
A108, New Eng. J. Med. 7-2t 
OPENING for 1 resident at the 
ton Hospital, Dallas, Texas. Approved by 
American Board for 1 year general sur- 
gery. Salary $200.00 per month and com- 
B30-11-tf 


Gas- 


<i te maintenance. 


COMMONWEALTH “AVENUE OF- 
FICE -—— 4 rooms furnished. Available 
all day Monday, Wednesday, Friday. 
Part time other days. Switchboard, Ad- 
dress A101, New Eng. J. Med. 4-e2w-5t 


WANTED —- General practitioners or 
internists to practice in suburb of Boston, 
18-20 miles, west. Phone TRinity 3-8800. 
Part-time position — stipend — $3,000 
to $5,000 per year. B109-5-8t 


GENERAL PRACTITIONER AND 
ANESTHETIST wanted to work with 
surgeon, eastern Kentucky. Interview in 
Boston. Address Alll, New Eng. J. 
Med. 8-3t 


RADIOLOGIST—Certified in radiol- 
ogy 1951, 34, married, children, desires 
association with hospital or group in New 
England. Address A112, New Eng. J. 
Med. 8-3t 


GENERAL PRACTICE available in 
town 20 miles from Boston. Prosperous 
community. Furnished office available. 
R. S. Whitney, 41 Church Street, Hollis- 
ton, Mass. Holliston 2425. B114-7-tf 


WANTED — Physician to take over 
practice in busy ski resort. Will rent with 
option to buy, fully equipped office in- 
cluding x-ray and 3-bedroom home with 
new kitchen, panelled living room with 
fireplace. Box 57, Stowe, Vermont. 

B118-8-2t 


(Advertisements continued on page xxiv) 
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available on prescription only 


INAL TABLETS CONTAIN FOUR 
QUADRINAL 0 Y2 or 1 Quadrinal Tablet every 


DRUGS, EACH SELECTED FOR ITS 3 or 4 hours, not more than 
three tablets a day. 

PARTICULAR EFFECT IN CHRONIC 
Each Quadrinal Tablet contains ephe- 
ASTHMA AND RELATED ALLERGIC fi drine hydrochloride % gr. (24 ad, 
phenobarbital % gr. (24 mg.), Phyllicin 
(theophylline-calcium salicylate) 2 gr. 
F (120 mg.), and potassium iodide 5 gr. 

(0.3 Gm.) 


Quadrinal Tablets are marketed in bottles of 100, 500 and 1000. 


Quadrinal, Phyllicin. Trademarks E. Bilhuber, Inc. 


ii 
diuributor: BILHUBER-KNOLL CORP., Orange, Now Jere 
% / 
a 
Pure as s a 
| | 
| 
/ 
/ | | \ 


: 
a 


f — 
4 


ORAL 


DOS IGE... 


One leaspe 


rep nis 100 me. of 


ERYTHROCIN 


25-\Ib. child 
teaspoonful 


50-Ib. child 
1 teaspoonful 


100-Ib. child 
2 teaspoonfuls 


Every 4 to 6 Hours 


eood-tasting 


cinnamon-flavored 


® 


pediatric Ervthrocin stearate 


(Erythromycin Stearate, Abbott 


SUSPENSION 


Lloyd. Led tn Arowen 


Pediatric ExytHrocin combats infectious cocci within 2 hours after 
it’s administered—maintains inhibitory levels for 8 hours. It’s 
highly active against the cocci—including those coccal organisms 
that have become resistant to penicillin and other antibiotics. 


table 

Pediatric ExyvHrocin is ready for instant use — with no premixing 


bother. Opened or not, it stays stable for at least 18 months. 


‘Taste and potency remain the same; no refrigeration is ever needed. 


Pediatric ExytHrocin is rich in cinnamon flavor—with a sweet, 


candy-taste that children really like. No wonder there’s never a 


problem for Mom. 


Pediatric ExytHrocin is less toxic—/ess likely to alter normal in- 
testinal flora than most other antiobiotics. Pediatric ExyvtHxocin Oral 


Suspension comes in 2 fluidounce, pour-lip bottles. 
Won't you try it with your next little patient? Abbott 
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Founded 1879 


RING SANATORIUM 


EIGHT MILES FROM BOSTON 

For the study, care and treatment of emotional, 
mental, personality and habit disorders. 

On a foundation of dynamic psychotherapy all 
other recognized therapies are used as indicated. 

Cottage accommodations meet varied individual 
needs. Limited facilities for the continued care 
of progressive disorders requiring psychiatric, 
medical, or neurological supervision. 

Full resident and associate staff. Courtesy 
privileges to qualified physicians. 


Benjamin Simon, M.D. 
Director 


Cuartes E. Wurre, M.D. 
Assistant Director 


Arlington Heights 
Massachusetts 
ARlington 5-0081 


Woodside Cottages 
FramincuHam, Mass. 


A sanitarium specially adapted for nervous 
and convalescent patients who need rest 
upbuilding in normal surroundings. 

© committed mental cases. 


Argtuur H. Warp, M.D., Medical Director 


GLENSIDE 


JAMAICA PLAIN, BOSTON, MASS. 
A small, attractively located sanitarium for 
nervous, mild mental or chronic illnesses. 
6 Parley Vale Tel. JA 4-0044 


Baldpate. Ine. 


Georgetown, Mass. 
GEO 2131 


Locatep in THE Hitts or Essex County 
30 miles north of Boston 


For the treatment of psychoneuroses, personality 
disorders, psychoses, alcoholism and drug addic- 
tion. 

Psychotherapy is the basis of treatment; electric 
shock treatments, subcoma and deep coma insulin 
therapy when indicated; sleep treatment for with- 
drawal of narcotics. 

Occupation under a trained therapist, diversions 
and outdoor activities. 


G. M. SCHLOMER, M.D. 
Medical Director 


WISWALL 
SANATORIUM 


203 Grove St., WELLESLEY, Mass. 


For the care of mild mental and nervous 
patients in country surroundings, Small 
grouping allows a homelike atmosphere 
and personal contact. 


E. H. WISWALL, M.D. 
Superintendent 


HALE POWERS, M.D. 
Medical Director 


Tel. WE 5-0261 


COLLECTED 


Monthly Report 


HU 2-5570 


DELINQUENT ACCOUNTS 


Ethically — Courteously — Efficiently 
Experienced Over 25 Years 


For particulars call or write 
Medical Clearing Bureau, Ine. 


110 Tremont Street, Boston, Mass. 


Bonded 


BIND your New England Journal of 
Medicine. Make it a permanent part of 
your library-——for easy reference and last- 
ing wear, In full black library buckram, 
only $3.30 per volume, plus shipping 
charges. All other journals periodi- 
cals bound also, Inquiries invited. Norden 
Bindery, 2100 West Grand Avenue, Chi- 


cago 12, Ill. B300-14-tf 


Plymouth Rock Gelatine Co. 
68 WESTERN AVE. * 


DAVID MEMORIAL 
NURSING HOME 


Broox.ine 46, Mass. 

S. D. COHEN, R.N., Supt. 
Convalescents—Invalid-Elderly 
Special and diabetic diets 
61 Park Street BE 2-3530 


HANOVER HOUSE, INC. 
West Hanover, Massachusetts 


A sanatorium in the South Shore Area within 
easy distance from Boston. 


Tel. Rockland 1690 — Quincy Office PR 3-6930 


For the diagnosis and treatment of neurological 
diseases, emotional disturbances and rsonality 
disorders. All modern forms of specialized ther- 
apy (including electroshock) with emphasis on 
ychotherapy; treatment of alcoholism and re- 
ted addictions on most modern, scientifically 
approved basis. Unusually attractive atmosphere, 
singularly free from ‘‘institutionalization.’’ 


Excellent nursing and medical care for limited 
number of chronic patients. 


No committed patients. 
Outpatient treatments for referred cases only. 


S. Neustapt, M.D., Medical Director 
Neustapt, M.D., Clinical Director 


PERKINS SCHOOL 
Lancaster, Mass. 


Devoted to the scientific understanding and 
education of children of retarded develop- 
ment. Five homelike and attractive buildings 
gar- 


surrounded by 85 acres of campus and 
ns. 


Frankun H. Perkins, M.D. 


QUALITY 
NEVER 
EX CELLED 


wherever gelatine is 
specified PLYMOUTH 
ROCK may be used 


ALLSTON 34, MASS. 


WANTED--Skin specialist and aller- 
gist for new clinic in Framingham area. 
Phone Mr. Harold Reed, TRinity 3-8800. 

B97-2-8t 

WELLESLEY — Colonial home suit- 

able for doctor, or for 2-family invest- 


ment, Fine condition, excellent location. 


WEllesley 5-4087. B99-2-8t 


DOCTOR’S SUITE ON FIRST 
FLOOR —- Partly furnished if desired. 
Commonwealth Avenue near Dartmouth 


Street. KE 6-9230. B340-19-tf 


OFFICE FOR RENT — First floor, 
Medford. 4-room apartment suitable for 
doctor’s office. Corner location. MY 8- 
5134. B107-5-4t 
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NOTICES (Concluded from page 322) 


*10:00 am. Tuberculosis Surgical Clinic. South End Health Unit, 
57 East Concord Street. 

10:30-11:15 a.m. Lecture on Diabetes for Doctors and Patients by 

a Member of the Joslin Clinic. Joslin Auditorium, New England 

Hospital 

*1:30 p.m. Fertility and Endocrine Clinic. Free Hospital for Women, 
Brookline. 

*1:30 p.m. Tumor Clinic. Mount Auburn Hospital, Cambridge. 

*4:00-10:00 p.m. Alcoholism Clinic. By appointment. Washingtonian 
Hospital, 41 Waltham Street. 


Saturpay, Aucust 28 
*8:00-8:45 a.m. Case Presentations. Joslin Clinic. Joslin Auditorium, 
a England Deaconess Hospital. 
*8:30-10:00 a.m. Orthopedic Staff Conference, Boston City Hospital. 
10: 0. 11:15 a.m. Lecture on Diabetes for Doctors and Patients by 
a Member of the ds Clinic. Joslin Auditorium, New England 
Deaconess Hospita' 


Monpay, Aucust 30 

*8:00-8:45 a.m. Case Presentations. Joslin Clinic. Joslin Auditorium, 
New England Deaconess Hospital. 

*8:00-9:00 a.m. Medical and Surgical Clinic on Diabetic Problems. 
New England Deaconess Hospital. 

*8:30-9:30 a.m. Clinic by entire Surgical Staff and Anesthesia Staff. 
ene Amphitheater, Dowling Building, Boston City Hospital. 

10:30-11:15 a.m. Lecture on Diabetes for Doctors and Patic ents by 

a Member ot the Joslin Clinic. Joslin Auditorium, New England 

De raconess Hospital. 

*12:15-1:15 p.m, Chinicopathological Conference. Main Amphitheater, 
Peter Bent Brigham Hospital 

*1:00 p.m. Alcoholism Clinic. Peter Bent Brigham Hospital. 

ie ag Staff meeting. Harris Hall, New England Deaconess Hos- 
pital. 


T Avucust 31 
*8:00-8:45 a.m. Case Presentations. Joslin Clinic. Joslin Auditorium, 
New England Deaconess Hospital. 
*9:00 a.m. Geriatrics Clinic. Peter Bent Brigham Hospital. 
10:30-11:15 a.m. Lecture on Diabetes for Doctors and Patients by 
a Member of the Joslin Clinic. Joslin Auditorium, New England 
Deaconess Hospital. 
*12:00 m. Pediatric Grand Rounds. Cheever Amphitheater, Dowling 
Building, Hospital. 
Conference. Dr. Merrill Sosman. Main 
ent Brigham Hospital. 
12: SOT: 30 p.m, Medical Journ ai Club. Joslin Clinic. New England 
Hospital. 
*5:00-6:00 rvice Meeting Followed Jlinical Conference 
(Medical, Surgical, Obstetrical). Faulkner 
Wepnespay, September | 
*8:00. 8:45 a.m. Case Presentations. Joslin Clinic. Joslin Auditorium, 
New England Deaconess Hospital. 
10:30-11:15 a.m. Lecture on Diabetes for Doctors and Patients by 
a Member of the Joslin Clinic. Joslin Auditorium, New England 
Deaconess Hospital. 
*11:00 a.m. Boston ital Psychiatric Seminar. Reception 
— Auditorium, 5' orton Street, Dorchester. 
*12:00 m-.- Cliniconathologiesl Conference. Jimmy Fund 
Buildin: " Children’ s Medical Center, 35 Binney Street. 
*12:30 p.m. Weekly Pathological Meeting. Joslin Auditorium, New 
England Deaconess Hospital. 
*12:30-1:30 p.m. Weekly Staff Review of Autopsies. Dr. William A. 
Meissner. Joslin pon tw aly New England Deaconess Hospital. 
*1:00 p.m. Alcoholism Clinic. Peter Bent Brigham Hospital. 
*1:00 p.m. Massachusetts General Hospital Hand Clinic. Out-Patient 
Department. 
*2:00-3:00 p.m. Pediatric Conference for Practitioners. Jimmy Fund 
Building, Children’s Medical Center, 35 Binney Street. 
*4:00-5:30 p.m. Fracture Lecture. Boston City Hospital. 
*4:00-6:00 p.m. Overholt Thoracic Conference. Joslin Auditorium, 
New England Deaconess Hospital. 
*6:00 P m. Alcoholism Clinic. Peter Bent Brigham Hospital. 


*Open to the medical profession. 


Washingtonian Hospital 


41-43 WALTHAM STREET, BOSTON, MASS. 
Incorporated 1859 


Conditioned Reflex, Antabuse, Adrenal Cortex, Psycho- 
therapy, Semi-Hospitalization for Rehabilitation of Male 
and Female Alcoholics 


Treatment of Acute Intoxication and Alcoholic Psychoses 
Included 


Outpatient Clinic and Social-Service Department for 
Male and Female Patients 
JosepH TuHiMANN, M.D., Medical Director 


Consultants in Surgery Se Other Specialties 
Telephone HA 6-1 


BETH ISRAEL HOSPITAL 


Boston, Mass. 
Two Postgraduate Courses in 
PRACTICAL ELECTROCARDIOGRAPHY 
For General Practitioners and Beginners 


(A) 5 days, 9 a.m.-4 p.m. Nov. 1-5, 1954, inclusive 


(B) 10 Wednesday afternoons, 2-5 p.m., Oct., Nov., and 
Dec., 1954 


For Information Address: 
Dr. Josepn E. F. Ris—EMAN 
BETH ISRAEL HOSPITAL 
330 Brookline Avenue, Boston, Mass. 
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In Peptic Ulcer management and in Hyperacidity 


The Non-constipating 
Antacid Adsorbent 


Gelusil 


A pleasant tasting combina- 
tion of especially prepared 
aluminum hydroxide gel and 
magnesium trisilicate. 


WARNER-CHILCOTT 


NEW voRrK 


LAHEY CLINIC POSTGRADUATE ASSEMBLY 
New England Matual Hall 
Vharsday, Friday, Saturday = September 9, 10 and Il, 1954 


The program features a series of panel discussions dealing with advances in endocrinology, hematology, derma- 
tology, gastroenterology and gynecology, new developments in the diagnosis and treatment of cancer, new drugs 
and procedures in medicine, new procedures in surgery and the poor risk surgical patient. 


Luncheon will be served at noon on Thursday and Friday. Dinner on the evening of Thursday, September 9, 
will be at the Sheraton Plaza Hotel at 7:00 p.m. 


The Lahey Clinic Postgraduate Assembly has been approved by the Massachusetts Chapter of the American 
Academy of General Practice. 


Application for Enrollment 


I wish to enroll 


My check for $20.00 is enclosed. This covers the registration fee, two luncheons and the dinner. 
T am also enclosing guest dinner tickets at $5.00 each. 


Send application to: THe Laney Cuinic, 605 Commonwealth Avenue, Boston 15, Massachusetts. 
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QIVISION OF MERCK & Cid 
Phitedelphie |, 


PHOTOGRAPH BY CHARLES KERLEE 


Note the sustained penicillin levels with oral 


REMANDEN. 


PENICILLIN WITH PROBENECID 


The action of probenecid in this oral tablet has 
been shown to produce sustained plasma levels which 
compare favorably with those obtained with intra- 
muscular procaine penicillin.! Compared with other 
oral penicillin preparations, penicillin plasma levels 
are 2 to 10 times higher. 

This means that REMANDEN can be a timesaver for 
you and a relief to your patient—by eliminating the 
need for repeated penicillin injections. 


Quick Information: REMANDEN-100 and REMANDEN- 
250 supply 0.25 Gm. BENEMID” (probenecid) per 
tablet and 100,000 or 250,000 units crystalline peni- 
cillin G. Dosage: Adults, 4 tablets initially, then 2 
every 6 or 8 hours. Children, on the basis of 0,025 
Gm. of BENEMID per Kg. (2.2 lb.) of body weight— 
usually 2 to 4 tablets daily. 


Reference: 1. Antibiotics & Chemotherapy 2:555, 1952. 
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NEW 


hypertension 


Serpasil-Apresoline 


hydrochloride 


(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 


ue PLIED: Serpasil- Apresoline. 


hydrochloride Tablets (scored), 


each tablet” containing 0.2 mg. of 


Serpasil and 50 mg. of Apresiing 


Pensive cflect of Apresoline 


flow. 


CIBA 
Summit, 


Aug. 19, 1954 


: 
a 
COMBINING IN A SINGLE TABLET: uilizin brad crotic and 
mild antihypertensive effects of Serpasil, a pure crystalline alkaloid of 

rauwolfia root. The more marked antihype 
and its capacity to increase renal plasma 


